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At Your Service— 


Our Ophthalmological Department, 
which is amply prepared to supply all 
manner of ophthalmic instruments, equip- 
ment and accessories. 


At Your Service— 
Our Prescription Department, which en- 


joys a national reputation for prompt de- 
livery, quality and that foremost consid- 
eration, accuracy—so difficult to attain 
and so vital to the well-being of your 
patients. 


So that the practitioner may be assured of 
prompt attention to his requirements, we 
maintain a chain of houses in strategic 
locations where transportation facilities 


are of the best. 


RIGGS OPTICAL COMPANY 


Strictly Wholesale 


PUEBLO 
OUX CITY HASTINGS FARGO 
RAPIDS IOUX FALLS FORT DODGE 
ATERLOO URG, KAN Los ANGELES 
DISON SPOKANE 
NKATO N cisco TACOMA 
NSAS CITY T LAKE CITY HELENA 
KLAHOMA CITY SE 
WICHITA R CATELLO 


—Agents for V. Mueller & Co., Manufacturers of Sur- 
gical Instruments. 


—Agents for the Scanlan-Morris “White Line’ Office 
and Hospital Equipment and Furniture. 


Plate 

| Plate 

Plat 

Plat 

Plat 

Plat 

Plat 

Plat 

Plat 

Plat 

Plat 

Plat 

Pla 

Pla 

Pla 

Pla 

4 

| 


PLATES IN VOLUME VI, 1923 
Facing Page 


Normal and Pathologic Fundus by Red Free Light. A. S. 


_ Green and L. D. Green (Colors) 


Plate Pulsating Exophthalmos. L. B. Whitham (colors) 
Plate . Carcinoma of Orbit. C. N. Howard 
Plate . Carcinoma of Orbit. C. N. Howard 


Thrombosis of Central Vein of Retina. Hilliard Wood 
(Colors) 


Plate 
Plate . Rupture of Choroid. H. D. Lamb (Colors) 

Plate . Opaque Nerve Fibers. M. L. Lerner (Colors) 

Plate . War Injuries of Fundus. H.S. McKee, following page... 
Plate . War Injuries of Fundus. H. S. McKee, following 

Plate . War Injuries of Fundus. H. S. McKee, following 

Plate . War Injuries of Fundus. . McKee, following 
Plate . War Injuries of Fundus. . McKee, following 


Plate . War Injuries of Fundus. . McKee, following 


S 
S 
Plate . War Injuries of Fundus. . S. McKee, following 
S 


Plate XV. War Injuries of Fundus. H. S. McKee, facing page 

Plate . Teratoma of Lacrimal Gland. L. B. Whitham (Colors).. 
Plate . Subhyaloid Hemorrhage. M. M. Cullom (Colors) 

Plate . Chloroma. W. H. Roberts, (Colors) 

Plate . Chloroma. W. H. Roberts, (Colors) 


Plate . Chorioretinal Atrophy with Recurring Deep Scleritis. 
B. W. Key (Colors) 


Wad 
DAW 
‘ae 
aX 
128 
2 
449 
571 
~ 
728 
728 
728 
728 
7 
is 728 
759 
a 
4 
805 | 
| 
881 
wa 
| 
fore) i 


the 
col 
Th 
the 
tiot 
me 
res 
onc 
sus 
(3) 
at \ 
sub 
the 
and 
of 7 
diag 
lish 
cate 
easi 
set, 
con; 
mos 
twer 
the 
be s 
F 
passi 
is il 
poin 
discs 
light 
in w 
will 
const 
cles, 
the it 
ange 


\ 

tio 

ari 

| an 

bul 

ent 

tio: 

cia! 


Vol. 6 


AMERICAN JOURNAL OF OPHTHALMOLOGY 


JANUARY, 1923 No. | 


THE MISTS AND HALOS OF GLAUCOMA. 


Ropert Henry Ex tiot, M.D. 


LONDON, ENGLAND. 


These subjective symptoms 


tion to the disease and indicating its progress. 


of glaucoma are of practical importance in calling atten- 


They are closely associated symptoms 


arising from the diffraction of light. The halos belonging to glaucoma arise in the cornea 
and must be distinguished from those due to the crystalline lens or produced by air 


bubbles or cells on the corneal surface. 


This paper reports a careful study of the differ- 


ences observable between these different kinds of halos, which are all considered diffrac- 


i na. 
tion pet Philadelphia, April 20, 1922. 

A very great interest attaches to 
these subjective symptoms of glau- 
coma for a number of reasons: (1) 
They are often the earliest evidence of 
the disease to attract a patient’s atten- 
tion, and therefore to lead him to seek 
medical advice. (2) They are so ar- 
resting that the mention of them is at 
once sufficient to awaken a surgeon’s 
suspicions and to put him on his guard. 
(3) Their frequency and the intervals 
at which they have been noticed by the 
subject furnish valuable data as to 
the recurrence of congestive attacks, 
and so throw much light on the rate 
of progress of the disease. (4) Once a 
diagnosis of glaucoma has been estab- 
lished, they constitute the most deli- 
cate, and at the same time the most 
easily appreciated evidence of the on- 
set, duration, and frequency of fresh 
congestive attacks. (5) It is of the ut- 
most importance to distinguish be- 
tween the true halos of glaucoma and 
the spurious phenomena which may 
be so easily mistaken for them. 

First Principces. When light, in 
passing thru a _ translucent medium. 
is interrupted at a large number of 
points by the presence of evenly sized 
discs, globules, or granules, differing in 
light transmissibility from the medium 
in which they lie, diffraction phenomena 
will be produced ; and the observing eye 
consequently sees rainbow colored cir- 
cles, shading away from violet or blue on 
the inside, thru green and yellow to or- 
ange and red on the outside. These halos 
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can be equally well observed when circu- 
lar discs or apertures of a more trans- 
parent nature lie in a less translucent 
medium. We can illustrate our subject 
iri a variety of ways: 

If we take a sheet of glass, breathe on 
it, or steam it at the spout of a kettle, and 
hold it up between our eyes and a source 
of light, we are at once aware of rain- 
bow rings surrounding the latter. These 
are due to the vast number of tiny drop- 
lets of moisture of comparatively even 
size which have been deposited on the 
surface of the plate. Again, if we dust 
the surface of a glass plate with lyco- 
podium powder in a fine layer and hold 
this up to our source of light, we get a 
number of brilliant rainbow rings, one 
outside the other, each complete in it- 
self. A still more beautiful experiment 
is to draw a drop of blood from the 
finger, and to insert it in the conjuncti- 
val sac; if the eye be then gently opened 
or closed once or twice, and the layer of 
blood is thus evenly distributed over the 
cornea, intense vivid halos of the spec- 
tral colors will be very readily seen. 

It has been pointed out above that in 
order to produce these interesting dif- 
fraction phenomena, the particles which 
interrupt the passage of light must not 
only be very numerous, but also very uni- 
form in diameter. There is a further 
point of great interest—the halos pro- 
duced by different media differ not only 
in their brightness but also in the angular 
measurement which they subtend; and 
this angular measurement is deter- 
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mined in each case by the diameters of 
the tiny discs or particles which are re- 
sponsible for the diffraction phenomena ; 
the larger the discs, the smaller the 
halos they produce and vice versa. So 
exact is this relation, that a physicist 
who knows the angular measurement 
of a halo, can, by mathematical for- 
mula, unerringly calculate the average 
diameter of the discs involved. We 
shall return later to a consideration of 
the simple formula by which we can 
calculate the angular diameter of a 
halo, provided we know its actual di- 
ameter and the distance from which it 
is observed. 

Up to this point we have confined 
ourselves almost entirely to the con- 
sideration of the “halos of glaucoma,” 
to the almost complete exclusion of 
the “mists,” which have shared our title 
with them. Of the latter there is less 
to be said, but we must take them more 
or less together. For the purpose we 
must first discuss the role played by the 
cornea. 

THE CorneEA.—Both the mists and 
the halos of glaucoma are to be at- 
tributed to an alteration in the condi- 
tion of the cornea. In the early stages 
of the disease, these phenomena are 
transient and rapidly come and go. 
Later on they assume a more perma- 
nent character. But even then they 
disappear when the condition of high 
pressure is relieved. They are cloudi- 
ness of the cornea, resulting from the 
presence of congestion of the peri- 
limbal blood supply, and are associated 
with a pink or red circumcorneal ring, 
and, amongst other things, with the 
dilatation of the pupil on the same side. 
Halos appear to be an even more deli- 
cate test of a rise in intraocular pres- 
sure than mists; for patients will tell 
you that they are aware of the former 
when the latter are totally absent. It 
is probable that it requires more in- 
telligence and more highly trained 
powers of observation to recognize 
faint mists than faint halos. 

Morax has gone so far as to suggest 
that the presence of the halos may be 
the only sign present in a case of glau- 
coma. With this view I cannot agree; 
I have never yet seen a patient in the 


halo stage who did not present othe 
stigmata of raised intraocular pres- 
sure. On the other hand, it is not yp. 
common to meet with glaucoma pa- 
tients whose only complaint is that 
from time to time they have seen 
colored rings around lights; and jn 
whom no other evidence of glaucoma 
can be elicited by even the most care. 
ful examination. The explanation js 
a simple one: The accesses of tension 
are very transient, and have so far 
failed to leave definite evidence be- 
hind them, tho an examination at the 
time would probably not have failed 
to reveal circumcorneal congestion, 
dilatation of the pupil, a slight reduc. 
tion of central visual acuity and light 
sense, and a more or less pronounced 
orbital neuralgia or headache, not to 
mention a rise in the tonometric read- 
ing. 

In explanation of the presence of the 
mists and halos, two causal factors 
have been cited: (1) an overstretch- 
ing of the cornea as a result of an in- 
crease of intraocular pressure, (2) an 
actual edema of the membrane. The 
former is supposed to act by altering 
the refractive power of the fibrils of 
the cornea; the evidence in favor of its 
existence as a factor has been held to 
lie in the very great rapidity with 
which the symptoms come on and pass 
away, as the ocular tension rises and 
falls. It has been contended that such 
rapid transitions could not depend on 
a change such as edema, which must 
necessarily take some time to declare 
itself, or to disappear once it is present. 
This argument does not seem to bea 
very strong one, especially when we 
remember that it was originally ad- 
vanced in the days when the tonom- 
eter was not in habitual use, and 
when, so far as the majority of sur- 
geons were concerned, this instrument 
‘was not used at all. 

The discovery of a rise or fall in 
tension does not by any means syn- 
chronize even now with the actual rise or 
fall, and the difficulties of our prede- 
cessors in this direction were obvious- 
ly much greater than our own. There 
may be, and undoubtedly often is, a 
rise in the pressure within an eye long 


befor 
obvic 
say | 
prese 
recog 
comp 
out d 
corne 
probs 
muck 
Fuch 
anat¢ 
ena 1 
in tl 
glauc 

Th 


the c 


Fig. 
cornea 
cornea 
drople 
epithe! 
corned 


Bet 
due 

addi 
thel: 
ers, 

Celi 
thru 
forn 
vasi 
ner\ 
mer 
trib 


2). 
cas 
tors 
part 
exu 
tio 
tiss 
reg 
a 


MISTS AND HALOS OF GLAUCOMA 3 


before we discover its presence. This 
obviously makes it very difficult to 
say how long the pressure has been 
resent at the time when we first 
recognize it as a result of the patient's 
complaints of mists or halos. With- 
out denying that overstretching of the 
cornea may be a factor, we should 
probably be well advised in not laying 
much stress upon it, especially as 
Fuchs has furnished us with a simple 
anatomic explanation of the phenom- 
ena in the edema which he has found 
in the cornea in cases of congestive 
glaucoma. (See Figs. 1 and 2.) 

This edema is confined to those of 
the corneal lamellae which lie immedi- 
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Fig. 1.—Changes in the anterior layers of the 
cornea in acute glaucoma due to edema. (x44l.) e, 
corneal epithelium ; d, accessory Bowman’s membrane, 
droplets are seen between this membrane and the 
epithelium; c, Bowman’s membrane; a, lamellae of 
cornea, separated by drops (b) of edema. (Fuchs.) 


ately beneath Bowman’s membrane. 
Between these are found open spaces 
due to the accumulation of fluid. In 
addition the layers of the corneal epi- 
thelium, and especially the deeper lay- 
ers, share in the edematous condition. 
Celiular elements can be seen to break 
thru the membrane of Bowman, and to 
form subepithelial masses. This in- 
vasion takes place alongside of the tiny 
nerve filaments, which traverse the 
membrane on their way to their dis- 
tribution in the epithelial layer (Fig. 
2). The dullness of the cornea in these 
cases is to be attributed to two fac- 
tors: (1) A disturbance of the trans- 
parency of the membrane, due to the 
exuded fluid having an index of refrac- 
tion different from that of the normal 
tissues of the part; (2) an actual ir- 
regularity of the epithelial surface, as 
a result (a) of certain cells being 


pushed up more than others by the 
fluid beneath them, and (b) of some 
of the surface cells being actually de- 
stroyed by the edematous process, 
minute inequalities being thus left. 

It seems probable that the fact that 
this edema makes its way, to some 
extent at least, along the channels in 
which the nerve filaments lie, has some 
influence on the anesthesia of the cornea, 
which is so prominent a symptom of 
glaucoma. In the early stages of the 
disease the corneal edema may be so 
slight as to manifest itself only by the 


Fig. 2.—Details of the edematous lesions in the 
corneal epithelium. (x697.) Bowman’s membrane 
traversed by the nerve canals which have been ex- 
tended by edema. E, corneal epithelium; cb, the 
basal epithelial cells with edematous spaces; Ic, su- 
perficial layers of the cornea. (Fuchs.) 


presence of mists and halos, or of halos 
alone. On the other hand, it may give 
rise to distinct haziness of the corneal 
surface, which can be well seen by 
combining the use of a loupe with that 
of oblique illumination. The beam of 
light employed should be focussed not 
on the surface of the cornea but a lit- 
tle below it. The haziness of the 
cornea is usually described as present- 
ing a uniform, ground glass like ap- 
pearance, which is most intense to- 
wards the center of the membrane and 
fades peripherally. 

It remains to be mentioned that the 
mists of vision met with in glaucoma 
are not to be ascribed wholly to cor- 
neal changes; on the contrary, as 
pointed out by Morax, they are due in 
some, and possibly in a large measure, 
to the interferences with the retino- 
choroidal circulation which is brought 
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about by sudden and transient rises of 
the intraocular pressure. 

The subjective aspect of the two 
symptoms we are considering now 
claims our attention, and before deal- 
ing with each separately, we would 
pause to make a note of the psycho- 
logic interest that attaches to the 
mental attitude of different people to- 
wards these phenomena. Some pa- 
tients speak of them with amused in- 
terest, whilst others are inspired by them 
with deep alarm. 

The indistinctness of vision is various- 
ly described. Some speak of a cloudi- 
ness of the sight, some of seeing as 
thru a haze or smoke, whilst others 
state that it seems as if there were a 
fog or mist in the atmosphere; the 
more intelligent subjects sometimes 
volunteer the statement, that when the 
attacks occur, they are obliged to ask 
their friends whether the day is misty 
or not, before they are certain that the 
phenomenon is subjective. Morax has 
met with patients in whom the cloudi- 
ness of vision takes the very definite 
form of an impression that the atmos- 
phere is full of soot particles. He also 
draws attention to the fact that in 
some cases the sensation of mistiness 
of vision is quite unassociated with any 
evidence of the reduction of visual 
acuity, as shown by test type examina- 
tion. 

These “mists” are often most 
troublesome in the early morning, and 
pass away as the day goes on, fre- 
quently after a few hours or even less. 
This observation is one of great inter- 
est, in connection with Professor 
Thomson’s contention, that fluid is re- 
moved from the eye during the wak- 
ing hours as a result of the pump like 
action of the iris and ciliary muscles 
acting on the scleral spur. Such an 
action must obviously cease, or nearly 
so, with the advent of sleep. It would 
therefore suggest itself that sleep 


would be bad for the glaucomatous pa- 
tient, whereas we know it is good; but, 
clearly, another factor comes into the 
case, since sleep quiets the circulatory 
system, and serves to restore its nor- 
mal condition, which congestive glau- 
coma so severely disturbs. 


The bal- 


ance is therefore in favor of the eve 
since the tendency to venous conges. 
tion is removed. 

The case may, however, be quite 
different, when we are dealing with a 
globe which starts the night not yp. 
duly congested, but which is expe- 
riencing the difficulties inseparable 
from a gradual but steady increase in 
the growing obstruction to the excre- 
tion of fluid. The long sleeping hours 
continuously deprive the organ of its 
accustomed help from the pump action 
of the muscles, and so tend to aggra- 
vate the want of balance between 
secretion and excretion. With the ad- 
vent of morning comes muscular ac- 
tivity, the forced removal of fluid by 
the pump action of the ciliary and iris 
muscles, and the disappearance of the 
difficulty. As a result the “morning 
mists” vanish in a short time. 

It is well known that the mists of 
vision and the other signs which we 
associate with early glaucoma, are met 
with in some patients not in the early 
morning but later on in the day, and 
especially in the afternoon or evening. 
If we inquire into the patient’s habits, 
we find that the attacks synchronize 
with periods of greater or less exhaus- 
tion, and that they are often relieved 
by food, rest, or diversion. A point of 
considerable interest, and also of 
diagnostic significance, is suggested by 
a consideration of the above facts: 
The occurrence of “morning mists” 
can best be explained by supposing that 
there is a primary obstruction to the 
excretory channels of the eye, and that 
vascular disturbances are of secondary 
importance. On the other hand, the 
troubles coming on in the afternoon or 
evening would seem to point to the on- 
set of vasomotor disturbances asso- 
ciated with exhaustion of the nervous 
system as being the prime cause of the 
attacks. To put it in other words— 
in the first case we have to do pri- 
marily with an obstruction to excre- 
tion, and in the second with a tendency 
to ocular congestion. The distinction 
between simple and congestive glau- 
coma, and the close interrelation of the 
two conditions are here most interest- 
ingly suggested. 
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The halos around lights can, | believe, 
always be seen whenever the mists 
are in evidence, provided that the 
conditions present are favorable for 
their observation ; which as a rule they 
are not. In practical experience the 
colored rings are best seen by the pa- 
tient when he looks from a distance 
at a bright light in the dark, and espe- 
cially at an electric arc light. Two 
colors at least are usually discernible, 
an inner blue or violet, and an outer 
yellow, reddish yellow, or red; a green 
or greenish yellow band is often seen 
between them. It is said that the red 
hues are most in evidence around 
candle and gas flames, whilst the blue 
predominate round electric lights. A 
double halo is said to be sometimes 
observed, one set of rings lying within 
the other. 

It seems not improbable that, under 
laboratory conditions, the observation 
of this phenomenon would be often 
elicited. Observers have differed wide- 
ly as to the size of the glaucomatous 
halo. Sheard gives it as from 10° to 
12°. Others have furnished much 
lower measurements down to those of 
froom 2° to 2.5°. The author has 
recently taken considerable trouble to 
measure such halos, and has found 
them to vary from 6° 50’ up to 11° 54’. 
An interesting feature is that they are 
not even constant in the same eye at 
different times. We shall return to 
this subject a little later on. 

Another point of interest is that 
some of the glaucoma patients com- 
plain that the halos are dark blue, 
right out from the center, with only 
a fringe of green, yellow, and orange- 
red. This would appear to be due to 
the difficulty these patients experience 
in seeing the central ciliary corona of 
yellow, which is so obvious to the 
normal eye as surrounding the source 
of light. It is suggested that the misty 
cornea so far diminishes the light ad- 
mitted, that the central area appears 
dark and therefore indistinguishable 
from the inner ring of blue. (H. H. 
Emsley.) It is well at this point, to make 
it clear that all measurements of halos, 
given in this work, are taken to the 
outer extremity of the orange-red ring. 
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We next ask ourselves whether it 


is possible to explain the varying 
diameters of the glaucoma halos on 2 
strictly physical basis. It has already 
been pointed out that the angular 
diameter of such a halo depends upon 
the size of the particles which are re- 
sponsible for the diffraction phenom- 
ena. If we accept the view that the 
glaucomatous halos are a product of 
edematous changes in the cells of the 
corneal epithelium or endothelium, it 
seems possible that alterations in the 
size of the droplets formed under the 
pathologic condition present (edema) 
may determine a variation in the diam- 
eter of the rings seen. We should ex- 
pect, if this hypothesis is true, that the 
glaucoma rings would be found to vary 
according to the condition of the cells 
which produce them. Thus if these 
cells were separated from each other 
by small drops of edematous fluid, we 
should expect the resulting halos to be 
large in diameter; whereas, if these 
droplets coalesced, and so became in- 
dividually larger, we should anticipate 
that the measurements of the halos 
would diminish. It naturally sug- 
gested itself that this might furnish 
an indication of the stage that the 
glaucomatous process had _ reached, 
and the matter has been carefully 
studied from this angle; but, perhaps 
due to the limited number of observa- 
tions made, it has not so far been pos- 
sible to come to any definite conclu- 
sions. 

THE PERSISTENCE AND PROMINENCE 
OF THE Hatos.—The persistence of the 
symptom, and the inconvenience it 
causes the patients, both vary greatly 
in different cases. At times the halos 
are so faint that they have to be care- 
fully looked for, whilst on other oc- 
casions the same patient finds that 
“every tiny flickering flame in the fire- 
light is iridescent with colors.” No 
source of light is then too feeble or too 
tiny to escape a rainbow crown. It 
would appear that this condition is 
especially likely to be established on 
damp misty days, tho it is difficult to 
say why this should be so. As has al- 


ready been pointed out, the glaucoma- 
a manifestation, and 
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sometimes a very transitory one, of 


an edema of the cornea produced by 
intraocular pressure. When the pres- 
sure is relieved, the edema disappears 
and the halos are no more seen. This 
very fact explains the comparative 
rarity with which we see patients in 
the halo stage in our consulting rooms. 
Most frequently we get a history of 
the rings appearing for short periods, 
when the patient is tired, and passing 
away when he gets a meal and rest; 
it is only when he comes to us in the 
course of a congestive attack that we 
can take him into the dark room, and 
pin him down to a recognition on the 
spot of this phenomenon. What is of 
much greater importance in such in- 
stances is, that we should be able to 
demonstrate to him what we mean by 
“halos,” and so prevent him from 
worrying himself needlessly over phe 
nomena which are of no real import- 
ance, but which he may mistake for 
the pathologic manifestation. 

This can be done by getting him to 
look thru a glass plate that has been 
steamed or breathed on, at a small, 
bright source of light. He will get a 
still more vivid idea of the halos thru 
one on which lycopodium has _ been 
dusted. Such a plate can be kept for 
constant use in the dark room, if it 
is prepared in the following way: A 
small negative glass or lantern slide is 
washed clean of film, and is dusted 
over with lycopodium powder, after 
first coating it lightly with retouching 
medium; all excess of the powder is 
shaken off, and as soon as the medium 
dries, another similar glass plate is 
placed over it and the two are bound 
together with lantern slide binding strips. 

Once a patient really understands 
the nature of the halos which have a 
significance in glaucoma, it is much 
easier to find out whether he really 
sees them or not. Our next task is a 
consideration of the various conditions 
which from time to time are mistaken 
by nervous people for halos: 

(1) On looking at a gas light. or 
other flame at night—it may be seen to 
be surrounded by a golden haze, made 
up of radiating luminous beams, some 
of which are drawn out to a consider- 


able length. (Fig. 3.) Very carefyj 
observation of these beams may fe. 
veal a certain spectral element in them 
but this is usually very difficult to ap- 
preciate, is confined to individual 
beams, and is never seen by healthy 
eyes in the form of definite complete 
colored rings. 

(2) Nervous patients 
heard of the glaucoma 


who have 
halos some- 


Fig. 3. Corona of light around a flame. This is 
sometimes confused with the colored halos of glau 
coma. It is not a pathologic phenomenon. (Morax. 


times persuade themselves that they 
are seeing them. Such people, as a 
rule, merely require reassurance in 
order to make them forget their 
troubles. In this connection it is in- 
teresting to record the frequency with 
which we encounter undue nervous- 
ness in our glaucomatous patients. 
This is no doubt partly due to their 
knowledge of the terrible nature of the 
disease, and to the mental strain con- 
sequently inflicted upon them, but it 
would almost seem that, as a class, 
they are unusually nervous. 

(3) Nervous patients sometimes 
mistake the scintillating scotoma of 
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migrain for glaucoma halos (Morax). 
The differential diagnosis is very 
easily made, even apart from the fact, 
that the former trouble continues even 
when the eyes are shut, whilst the lat- 
ter is only in evidence when a patient 
is looking at a light. 

(4) The same point in diagnosis 
holds for the colored rings which 
imany nervous patients see when they 
close their eyes in the dark, especially 
after a hard, and overtiring day’s 
work. The author has known medical 
men seriously alarmed by _ these 

henomena. 

(5) Patients whose corneas have 
become temporarily clouded, as the 
result of some caustic medical applica- 
tion, often complain of very vivid 
halos, which pass away when the mem- 
branes clear after a night’s rest. In 
Madras, where acute catarrhal condi- 
kions are very common, it was former- 
ly the custom to treat these by paint- 
ling the lids with a 2 per cent solution 
of silver nitrat; after doing so the cor- 
neal epithelium was seen to be cloudy 
as a result of the action of the drug, 
and the author was struck with the 
frequent complaints made by patients, 
that after each such painting, “the vision 
was misty and bright lights were seen 
as if surrounded by halos.” He was 
able to confirm this observation on 
himself. Treacher Collins has drawn 
attention to the fact that by dropping 
a solution of the alkaloid erythro- 
phlein (African arrow head poison) into 
the eye, a similar appearance of rain- 
bows around lights can be produced. 

(6) If a bright light is looked at in 
the dark thru a steamy glass, colored 
halos are well seen. This may give 
rise to apprehension in the minds of 
those who know the importance of this 
sign. Anyone who wears glasses may 
see this phenomenon on a foggy night, 
owing to moisture condensing on the 
surface of his spectacles. Again, the 
rings may be seen when looking thru 
a steamy plate glass window, from the 
dark outside, at a bright light- far 
back in a big room. The author 
specially noticed this when passing 
the windows of shops lit by a single 
light at a time when illumination in 


‘ 


London was restricted. In either case 
some alarm may be occasioned, but the 
matter can be quite simply put to rest, 
if the spectacles are wiped, or if a 
part of the window which is not 
steamy is looked thru. 

(7) The evidence before us would 
lead to the inference that the rain- 
bows of glaucoma are due to an inter- 
ference with the normal condition of 
the cornea, and not to any change in 
the lens. This view is supported by 
the fact that halos are seen by those 
aphakic eyes which become glauco- 
matous. At the same time, we must 
recognize the possibility that changes 
in the lens may give rise to phenome- 
na indistinguishable from those asso- 
ciated with high tension of the eye. 
Indeed, Fumiatzew has quite recently 
claimed that rainbow circles round 
lights can be seen in the early stages 
of cataract, just as readily as in glau- 
coma. In order to make a differential 
diagnosis between the two, he advises 
the surgeon to place before the pa- 
tient’s eye a diaphragm, carrying a 
hole of the same diameter as that of 
the patient’s pupil under daylight il- 
lumination. If the halo is due _ to 
nuclear cataract, it will then disappear, 
but will return again in an intensified 
form, if the diaphragm is suddenly re- 
moved, whilst the patient is still 
watching the source of light; the lat- 
ter phenomenon is due to the pupil 
being caught momentarily dilated. On 
the other hand, if the halos are due to 
glaucoma, they are unaffected either 
by the use of the diaphragm or by al- 
terations in the illumination. If the 
opacities in the lens are peripheral, the 
placing of the diaphragm before the 
eye dissipates the rainbow, which re- 
turns with increased brilliancy when it 
is again taken away. Such at least are 
Fumiatzew’s statements on the sub- 
ject. In the next paragraph we shall 
deal with some results of the large 
amount of research that has recently 
been devoted to this subject, and 
which has thrown a possibly new light 
on it. 

(8) It has been shown that the 
normal eye can habitually see colored 
rings around bright lights in the dark, 
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once its attention has been drawn to 
them. These halos have been care- 
fully studied by a number of observers 
(Druault, Morax, Brudenell Carter, 
Chance, Sheard, Schidtz and others). 
Carter believes that they are more 
commonly seen in the aged, and Morax 
and Druault associate them with dilata- 
tion of the pupil. The subject derives 
an added interest from the indisput- 
able fact, known to many of us, that 
certain of our patients will see halos 
when their pupils are artificially di- 


Fig. 4.—Diagram to show Druault’s experiment de 
signed to distinguish between the physiologic and 
glaucomatous halos. The black screen is moved from 
right to left; according to Druault two sectors of the 
ring persisted in the position shown above, the rest 
of the ring being obliterated, thus indicating that 
the halo is physiologic. (Morax.) 


lated, and this in the entire absence 
of any indication of a rise in ocular 
pressure. The possibility that this phe- 
nomenon may lead to a serious mis- 
understanding, and may damage a 
professional reputation, must always 
be borne in mind. In contrast to the 
ignorance of the symptoms of glau- 
coma displayed by some medical men, 
it is extraordinary that members of 
the public should often know so much 
about them as they do. Many of them 
are well informed about halos, and it 
is essential that the specialist should 
be on his guard in this matter, both 
for his own sake and for that of his 
professional colleagues. If he can 
show a suspicious patient that his 
halos are physiologic and not glauco- 
matous, he will often do a very valu- 
able piece of work. 


From the practical point of view the 
differentiation is not difficult: (1) The 
physiologic halos are, in the great 
majority of cases, at least, far less 
vivid, and far more difficult to recog- 
nize than the glaucomatous ones, (2) 
The former are always present jf 
looked for under suitable conditions 
whilst the latter are either only oc. 
casionally present, or if constant, are 
accompanied by other manifestations 
of high tension which leave the diag- 
nosis in no possible doubt. (3) The 


Fig. 5.—Shows the effect of passing a straight edged 
screen in front of an eye which is looking at a 
source of light thru a plate covered with lycopodium 
powder. 


angular diameter of the physiologic 
halos measure 7° to the outer edge of 
the orange-red. This figure is con- 
stant, thus furnishing a striking con- 
trast to that for the glaucoma rings, 
which, as we have already shown, may 
vary from under 7° up to nearly 12°. 

Druault has suggested a test which 
Morax claims to be of considerable 
value: The eye under examination is 
gradually covered by a straight-edged 
screen (a piece of darkened card- 
board); this is brought in from the 
side until half the pupil is shut off; 
when this has been done, part of the 
colored ring is still seen, but this is 
not the part which one might have ex- 
pected, for the upper and lower quad- 
rants of the luminous circle remain, 
whilst those to the right and left dis- 
appear. (Fig. 4.) He takes this to 
indicate that the halo is due to dif 


¥ 
| 
fre 
le 
If, 
tr 
pr 
wl 
ins 
pe 
of 
Ni 
; 
f 
| 
Fi 
C 
M 
a 
| th 
th: 
ci: 
m 
ri! 
n 
a 
of 
Ww 
be 
m 
n¢ 
q 


edged 
at a 
odium 


ogic 
e of 
con- 
con- 
ngs, 
may 
hich 
able 
n is 
ged 
ard- 
the 
off ; 


MISTS AND HALOS OF GLAUCOMA 9 


fraction phenomena produced by the 
lens fibers at the level of the pupil. 
If, on the other hand, the halo is a 
true glaucomatous one, and therefore 
produced by changes in the cornea, the 
whole ring gradually disappears, fad- 
ing away in its entirety. 

So important did this subject ap- 
pear to me, that I sought the assistance 
of Mr. H. M. Emsley, B.Sc., of the 
Northampton Polytechnic Institute, 


=> 


Fig. 6.—Diagram showing a radial grating such as 
that found in the human lens. 


Clerkenwell, who with his colleague, 
Mr. F. F. Fincham, has kindly made 
a number of experiments. They found 
that a stenopaic slit gives better results 
than the straight edge screen. 

In order that you may better appre- 
ciate their work, certain preliminary 
matters must first be dealt with: It 
has already been stated that colored 
rings may be produced by diffraction, 
not only when the light, passing thru 
a medium, is broken up by a number 
of particles, but also and equally well, 
when it has to traverse a fine grating, 
whose mesh is perforated by a num- 
ber of tiny apertures. Such gratings 
may be of various kinds, and the phe- 
nomena observed differ a little ac- 
cordingly. A radial grating, i. e., a 


grating in which the meshes have a 
radial arrangement, presents certain 
peculiarities which are capable of a 
simple physical explanation. Figure 
6 shows such a radial grating diagram- 
matically. 

If you will take a sheet of paper and 
pass it across the diagram in the direc- 


_ Fig. 7.—Lens halo observed by human eye and rela- 
tive —_—— of retinal star—diagrammatic (Emsley 
and Fincham). 


tion of the arrow (along the horizontal 
rays of the figure), you will observe 
that radii from every angle of the 360 
remain exposed until the edge of the 
paper has covered more than half of 
the circumference of the circle. A 
ring spectrum formed by such a grat- 
ing would not be affected except in 
intensity. As soon, however, as the 
screen has passed the central position, 
it has begun to cut off the vertical and 
nearly vertical lines. The further it 
moves across to the left, the more of 
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these does it cut off. The optical 
effect of this is that there would be no 
dispersion in the horizontal meridian; 
the horizontal part of the ring disap- 
pears more and more; its vertical 
components above and below are alone 
left and become gradually smaller un- 
til, just before the extreme edge of the 
radial grating is reached, there is a 
narrow band of halo above and below. 
This too disappears when the screen 
reaches the edge of the circle. 


outer orange-red limit. This is of in. 
terest, since a number of previous ob- 
servers, including Gullstrand, Koeppe, 
and Tscherning, “have agreed that the 
halo produced by the hum: in lens has 
the above measurement, the observa- 
tion being consistent with the known 
breadth of the lens fibers. 

(2) Given certain favorable condi- 
tions, for observation—only obtained 
in a laboratory—they found that this 
ring is not truly circular, and is not 


It has long been recognized by all equally brilliant all round. On the 
competent observers that the arrange contrary, six equidistant portions, 
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Fig. 8.—Straight-edged screen test moved in direction of arrow. 


ment of the fibers in the cortex of the 
lens is such as to cause this structure 
to function like a radial grating, up to 
within a short distance of the center 
of the pupil. A more widely dilated 
pupil, exposing a greater area of the 
radial grating, would more easily lead 
to the manifestation of the physical 
phenomena we have just been describ- 
ing 

orking from the above basis, 
Emsley and Fincham studied the 
physiologic halos which the normal 
eye can habitually see under favorable 
circumstances around bright lights in 
the dark, and in doing so they made a 
series of very interesting observations: 

(1) They found that the most 
prominent and easily seen halo sub- 
tended an angle of about 7° to its 


A 


<2: &, 
(Emsley and Fincham). 
each of an angular measurement of 
about 20°, stand out more clearly than 
the remainder. Figure 7 shows that 
these bands of color alternate with the 
rays of the lens star of the eye, the 
latter being fixed by placing a minute 
source of light near the anterior focal 
plane, thus throwing a shadow of 
this star on the retina. A similar dif- 
fraction pattern was obtained by using 
the crystalline lens of a sheep, and also 
by using the anterior segment of a 
fresh bullock’s or sheep’s eye. Here 
again, we have another indication that 
the halos we are studying find their 
origin in the radial structure of the 
lens. 

(3) When the pupil aperture was 


less than 3 mm. in diameter, no halo 
was seen. They point out that, under 
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these circumstances, the light entering 
the eye covers about 2.5 mm. diameter 
on the crystalline lens. With a pupil 
of 3 to 5 mm. in diameter, the halos 
could be seen, whilst a maximum dila- 
tation greatly increased the intensity 
of the colored rings observed and di- 
minished the relative effect of the cil- 
iary corona. They interpret this as an 
indication that the radial grating ef- 
fect of the lens ceases, or at , ner 
greatly diminishes, towards the axial 
center; the observation is a confirma- 


position we are now considering, radii 
from every direction still remain ex- 
posed on the radial lens grating. Once 
the screen has passed the center of the 
pupil, it commences to cut off the ver- 
tical rays and those nearest to them, 
with the consequence that, as already 
pointed out, the horizontal part of the 
ring commences to disappear. (Fig. 8 
B.) As the screen travels further on 
its way, it shuts off still more rays, 
and consequently cuts off still more 


<= 


“Fie. 9.—Stenopaic Slit test. 


tion of the findings of earlier ob- 
servers. 

We now come to the practical ap 
plication of their work, and must con- 
sider in turn Druault’s test with the 


straight edged black screen, and a 
modification of it with the stenopaic 
slit. 

(4) Druault’s test, as has already 


been pointed out, consists in the pass- 
age of a black screen, with a vertical 
straight edge, across the line of sight in a 
horizontal direction and close to the 
pupil. Figure 8 shows the successive 
positions of the screen, and the results 
obtained in each case. Until the screen 
edge has reached and passed the cen- 
ter of the pupil, the observing eye 
sees a complete colored ring (Fig. 
8A.) <A reference back to Figure 6 
explains this phenomenon, for in the 


Moved in direction of arrow. 


radii; the portion of ring left thus 


(Emsley and Fincham). 


dwindles (Fig. 8 C.) until the extreme 
left edge of the pupil is alone exposed, 
with the result that the radii in the 
neighborhood of the horizontal me- 
ridian are alone in action; a narrow 
vertical band of colored rings above 
and below is all that remains of the 
circular halo. The next moment, even 
this disappears as the screen edge oc- 
cludes the whole pupil. 

Thruout the experiment, the halo 
has been steadily losing its brilliancy, 
due to the fact that more and more 
elements of the radial grating are be- 
ing shut off; but there is an essential 
difference between the phenomena 
above described and those seen by the 
glaucomatous eye, in which, as Druault 
points out, the ring remains intact 
thruout its circumference, tho it gradu- 
ally fades in brilliancy, owing to the 
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diminution of the light admitted as, a 
result of the onward movement of the 
screen. 

A last observation remains to be 
recorded: If you will look at the il- 
lustrations of the halos in Figure 8, 
it will be obvious to you that, as the 
observed amount of ring diminishes, 
it must do so by the approximation as 
it were to each other of the lines aa 
and bb, which close on each other by 
a scissor action, one moving clock- 
wise and the other counterclockwise. 
It can be definitely noticed in differ- 
ent eyes, that the rate and distinctness 
of movement of these two edges vary 
widely. Emsley and Fincham believe 
that this can be easily explained 
either by a slight eccentricity of the 
pupil as compared with the center of 
the radial grating, or by a difference 
in the perfection of the grating at dif- 
ferent parts of the lens circumference. 

(5) These two observers found that 
still more marked results were ob- 
tained when they substituted a sten- 
opaic slit (1 mm. wide) for the dark 
screen previously used. Figure 9 
shows in the upper line successive 
positions of the. slit in front of the 
pupil, and in the lower line the corre- 
sponding appearances of the observed 
halo. Let me premise what I have 
now to say by the observation, that 
each one of their findings shown in 
Figure 9 might have been foretold by 
anyone studying the radial grating 
shown diagrammatically in Figure 6. 
Will you note the difference between 
this and the last experiment? There 
you were studying anything up to the 
exposure of the half or more of the 
pupil, here you are confining yourself 
to a restricted area of horizontal, ver- 
tical or more or less oblique radii. This 
at once explains the difference between 
the behavior of the halos in the two 
cases. 

Let us take the positions in turn: 
In A, when only a portion of the 
border of the pupil is exposed, the 
radii in the neighborhood of the hori- 
zontal meridian are alone able to 
transmit light. The consequence is 
that two segments of color, one above 
and one below, and both of them close 


to the vertical meridian, are all that 
are observed. When in B, the slit has 
moved on to uncover certain of the 
oblique radii, it has shut off those that 
are horizontal and has not yet reached 
those that are vertical. For con. 
venience sake, we may speak of the 
radii near the vertical or horizontal 
meridian as being vertical or hori- 
zontal respectively. The result of the 
fresh position taken up by the slit js 
that we have now four portions of 
halo in two diagonal meridians. More- 
over, as the screen is moved across 
from the edge of the pupil (A) to the 
new position (B), the vertical seg- 
ments of the halo above and below can 
be seen to split up into these two new 
bands which wheel away from each 
other in a diverging manner, until as 
observed in C, they meet in the hori- 
zontal meridian, once again to form a 
single band at each end of the meridi- 
an. As the screen moves on towards 
the left border of the pupil, these hori- 
zontal segments of the halo break up 
again, each into two segments lying 
in oblique meridian. As the move- 
ment of the slit passes across the pupil 
to expose the horizontal radii once 
again—but this time on the opposite 
side of the diagonal—we return to the 
condition with which we started in 
Figure A, of two segments of halo at 
opposite ends of the vertical meridian. 

As the test is carried out, the pa- 
tient may tell you first, that he sees 
two bands of halo, one above and the 
other below, in the vertical meridian; 
then these break up and wheel around 
until the advancing portions meet in 
the horizontal meridian, and on again 
to break up once more, and finally, to 
reunite in the vertical position. On 
the other hand, Emsley and Fincham 
have found that the four portions into 
which the halos break up in the slit 
test, are seldom seen with equal clear- 
ness by any given eye. The wheel 
movement is always there, but the dis- 
tinctness of the segments of halo and 
of their movement, is_ considerably 
greater in one meridian than in an- 
other. The consequence is that the 
colored band is often described as mov- 
ing in only one direction, either clock- 
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wise or counterclockwise. The two 
observers explain this latter fact, as 
before, by the supposition that the 
pupil is probably often not truly cen- 
tral to the radial grating of the lens, 
or that the grating is not equally active 
over the whole area exposed, with the 
result that the brightness of the halo 
is accentuated at right angles to the 
meridian in which the radial grating is 
most fully uncovered, or most perfect- 
ly in action. 

(9) Transient halos around lights are 
also often complained of by those who 
suffer from conjunctivitis associated 
with much mucous discharge. Wiping 
or washing away the offending flake 
or layer of mucus from in front of the 
cornea, relieves the symptom, and 
shows what was responsible for it. 
The current explanation of this phe- 
nomenon, that the colored rings are 
caused by the eye being lined by a 
layer of mucus, leaves something to be 
desired, for there would seem to be no 
valid reason why such a lining should 
produce the effect in question, unless 
it is lined by particles capable of pro- 
ducing diffraction phenomena. I would 
suggest for your consideration two 
possible sets of such particles, (i) air 
bubbles and (ii) masses of leucocytes 
or other cells. We will take these in 
turn: 

(i) Air bubbles. If a drop of white 
egg is placed between two slides and 
squeezed out, a clear transparent slide 
is produced. If, however, the two 
glass covers are freely rubbed on each 
other, the film of white of egg is 
broken up by a number of tiny air 
bubbles, and on again looking thru the 
contrivance, prismatic colors are seen. 
These attain their maximum brilliance 
wherever the bubbles are smallest and 
most numerous, and fade away where 
they are large and scattered. The ob- 
servation can easily be confirmed with 
the aid of a low power microscope. 
Other viscid fluids, such as certain oils, 
give exactly similar results. A drop 
of egg albumin or oil instilled into the 
conjunctival sac fails to give rise to 
the appearance of halos, nor is it found 
possible to break up the fluid suffi- 
ciently to cause this phenomenon, tho 


it is possible that this might be done 
in a laboratory, with the aid of suit- 
able apparatus. On the other hand, it 
seems not unlikely that the movements 
of the lids over the eyeballs may have 
precisely the same effect on the mucus 
lying between them as those of the 
glass slides have on the egg albumin. 
The rarity with which patients see 
halos thru mucus suggests that the ex- 
act conditions favorable to the produc- 
tion of these phenonema are not often 
met with, but there is an interesting 
observation in favor of the hypothesis 
toward which we are leading up. In 
certain patients with chronic catarrh, 
one notices, on everting the lids, the 
presence of small air bubbles in the 
conjunctival folds. An examination 
under the microscope of a drop of 
mucus from such an eye shows it to 
be full of tiny air bubbles, closely re- 
sembling those seen in the rubbedup 
white of egg film. The same thing 
may be observed after rubbing an 
ointment into the eye. The above 
facts are obviously suggestive. 

(ii) Cell masses in the mucus. Ona 
recent occasion I had the opportunity 
of examining the mucus of a patient who 
was troubled with chronic catarrh, as- 
sociated with the seeing of colored 
rings. The secretion from his eyes re- 
vealed clumps of mucus, in which were 
embedded masses of leucocytes, most 
of which proved to be polymorpho- 
nuclear in type. It is obvious that 
when one of these masses crosses the 
line of sight, it will be likely to 
give rise to diffraction phenomena, and 
so to cause the patient to see colored 
rings around lights. The action is in 
fact strictly comparable to that of 
blood, which when introduced into the 
eye gives rise to very vivid rainbow 
phenomena. 

ReEvotvinc Hatos.—It would seem 
to be a matter of some interest to men- 
tion an unusual case recorded by von 
Graefe of a workman, suffering from 
glaucoma, who “from time to time had 
blue spectra before his eyes; he had seen 
rainbows around the candle, and when 
he fixed an object whilst in this state, 
or exposed the eye to the light, the 
color spectra revolved like a wheel, 
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and the sight became so dim that he 
could no longer recognize even large 


print. After a night of good sleep, 
vision was always perfectly acute 
again.” 


I have quite recently seen a, case 
which is suggestive of the above. A 
very intelligent patient, who at one 
time had been much troubled by 
colored halos, mentioned that a par- 
ticularly annoying feature of them had 
been their tendency to revolve. On 
inquiry I elicited from him that he 
saw a distinct ring composed of a 
number of colors, with blue on the in- 
side and reddish-yellow on the out- 
side. This ring did not rotate like a 
cartwheel but appeared to be in active 
movement around and at right angles 
to its own circumference. From his 
description I gathered the mental pic- 
ture of a large ring of colors, like an 
inflated motor tire, which was in con- 
stant movement. But the wheel did 
not spin on its own axis; instead of 
that, it appeared to rotate around an 
imaginary circular axis occupying the 
center of the tube. He was not clear 
whether the colors changed place, but 
thought they did not. It seemed as 
tho the movement took place thru the 
colors rather than of the colors. 

I have also met with a patient suf- 
fering from asthenopia, with no sus- 
picion of glaucoma, who is much 
troubled by the revolution of a wheel 
of light before his field of vision. 
Moreover, an oscillatory or rotatory 
movement of the scotoma is known to 
be a symptom, tho fortunately a rare 
one, of eclipse cases. With regard to 
the blueness of the spectrum in von 
Graefe’s case above mentioned, you 
will find, if you experiment with a 
plate glass covered with different depths 
of steam, that the amount of blue in the 
hales produced is capable of wide varia- 
tion. Possibly the same thing occurs in 
glaucoma. I think you will find that this 
blueness of the spectrum is most accentu- 
ated in the cases in which steaming of the 
cornea is most marked. 

THe MetHop oF OBSERVING AND 
MEasuRING Hatos.—When testing a 
patient in one’s own dark room, there 
is no better method of eliciting the 


presence of halos than that of askin 
him to look at a naked ophthalmo- 
scope bulb. It will be found by ex. 
periment that a certain intensity of 
light is the most favorable for the pur- 
pose. Too bright a light causes q 
large corona, and so interferes with the 
spectrum colors, whilst too dull a 
light fails to call them into being. 
The iris diaphragm aperture of an 
electric or other light used for retino- 
scopy, or the light of an Edridge- 
Green lantern, is also serviceable. A 
candle flame is hard to beat. An ordi- 
nary naked electric globe is most un- 
suitable. For use away from one’s 
own consulting room, a candle flame 
is always both available and effective. 
So also is the bulb of one’s self lit oph- 
thalmoscope. 

Several of my patients test their 
eyes at frequent intervals, whenever 
they have occasion to strike a match, 
holding the flame at arm’s length for 
the purpose. This habit has thrown a 
not unexpected light on a small point 
in the diagnosis of glaucoma. The 
majority of patients notice their halos 
only at night, and most easily in the 
winter time, when the lights are lit 
early. On the other hand, they are most 
troubled by mists in the early morn- 
ings. The explanation is not very 
difficult. The opportunities for test- 
ing the eye by lights occur with much 
greater frequency at nights, and espe- 
cially on dark nights. On the other 
hand, the mists of vision are most 
easily appreciated by daylight, and at 
night are largely obscured, or at least 
rendered less easy to appreciate, by the 
darkness and by the difficulty in judg- 
ing how deep that darkness is; for, as 
we all know, nights vary greatly. All 
the same, the mists and halos always 
go hand in hand, and this is quickly 
revealed to any patient who, on wak- 
ing with misty vision, strikes a match 
as soon as he gets out of bed, and 
gazes at the flame. 

In order to measure the angular di- 
ameter of a halo, we require to know 
(1) the distance of the rings from the 
eye, which is of course identical with 
the distance of the source of light from 
the eye, and (2) the diameter of the 
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circle. It seems most rational to 
measure to the outer or orange-red 
ring. Most observers measure from 
the center of the source of light to this 
ring and double the radius so ob- 
tained; this is considerably easier for 
the subject than measuring the total 
diameter, for in the latter case he has 
two points to think of instead of only 
one, the center of the source of light 
being fixed thruout. The method 
adopted by the writer has been to work 
in a dimly lit room at a distance of 
10 ft. from a small bright source of 
light, and to use a long, narrow strip 
of paper, preferably mounted on card- 
board. This is held vertically so that 
the lower end of it corresponds with 
the middle of the light and is close 
alongside of it. The hand holding a 
pencil is moved upward till the outer 
border of the desired ring is reached, 
and a mark is then made on the paper. 
The radius of the ring so marked out 
is doubled and gives the diameter of 
the halo. Knowing the distance from 
the eye to the observed source of 
light (X) and the measurement of the 
halo from edge to edge (Y), a simple 
formula enables us to calculate the 
Y 
angle (©) required. viz., tan. a 
xX 
reference to a logarithm table com- 
pletes the calculation, and gives us the 
measurement of the angle in degrees. 
To put the matter approximately for 


those who desire to avoid all mathe- 
matical calculations. If the light is 
10 ft. from the observing eye, the di- 
ameter of the halos will be as follows: 
For 2°, 4 1/5 ins.; for 3°, 6 1/4 ins.; 
for 4°, 8 1/2 ins.; for 5°, 10 1/2 ins.; 
for 6°, 12 1/2 ins.; for 7°, 14 3/4 ins.; 
for 8°, 17 ins.; for 9°, 19 ins.; for 10°, 
21 ins.; for 11°, 23 1/3 ins.; for 12°, 
25 1/3 ins. 

Messrs. Emsley and Fincham used a 
more scientific method of measuring 
the diameters of observed halos. They 
say: “The size of the halo was 
measured in a manner similar to that 
used by Young in his eriometer. The 
source, 100 c. p. pointolite lamp, was 
placed immediately behind a metal 
plate, in which was a hole of 3 mm. 
in diameter; at the extremities of a 
diameter of a circle of 2 cm. radius 
described around this hole as a center 
were two further holes, each of 1 mm. 
diameter. By varying the distance 
of the eye from this plate, the two 
smaller holes could be made to coin- 
cide with any desired color ring of the 
halo which surrounded the central 
hole. The lamp was enclosed to pre- 
vent illumination of the surround- 
ings. .. The observations were made 
in a dark room with nothing between 
the plate and the eye.” I am having a 
lamp made on this principle for the 
easy and convenient measurement of 
halos in the course of one’s clinical 
work. 
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OPHTHALMOSCOPY BY RED FREE LIGHT. 
A. S. Green, M.D., anp L. D. Green, M.D. 


SAN FRANCISCO, CALIFORNIA. 


The color of the ocular fundus depends largely on the light used in ophthalmoscopy 


The retina is transparent to red but less so to blue light. 
the choroid becomes less visible and the retina more visible. 


With the red filtered out, 
In this way pathologic 


changes in the retina are made much more evident. The appearances are shown in colored 


plate No. I. 
tember, 1922. 


The color of the normal fundus, as 
seen with the ophthalmoscope, de- 
pends upon two principal factors: 
First, the kind and color of the lum- 
inous source employed; and second, up- 
on the race and color of the individual. 
In ophthalmoscopy by ordinary light, 
whether produced by a kerosene lamp, 
gas or electricity, the fundus appears 
red, varying in degree from a slaty 
color in dark skinned races to bright 
red in blonds. The red color of the 
fundus is derived chiefly from the pig- 
ment epithelium of the choroid and 
slightly from the choroidal capillaries, 
the degree of its saturation determin- 
ing the depth of red. The normal 
retina, however, is practically transpar- 
ent to ordinary light. One sees mainly 
the choroid and the retinal vessels, and 
these not always distinctly, nor for 
their entire length, especially in the 
macular region. 

By contrast, when the red rays are 
excluded from the source of light, the 
retina becomes visible and the choroid 
relatively invisible, excepting in the 
case of pronounced blonds and _ albi- 
nos, when the choroidal vessels may 
be seen. The theory upon which this 
is based is as follows: The red rays 
of the spectrum are of long wave 
length and have great penetrating 
power. To these rays the retina is 
transparent. On the other hand, green 
and blue rays, being of short wave 
lengths, are but slightly penetrative 
and hence easily reflected. Consequent- 
ly when these rays reach the retina, 
they do not pass it, as some are re- 
flected and some absorbed, while 
others are altered by the retinal 
stroma. The retina, being opaque to 
these rays, becomes visible when the 
red rays are excluded. Vogt applied 
these principles in practice and pub- 
lished his first paper on ophthalmo- 
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scopy by red free light in 1913. The 
war was responsible for delaying a 
more general dissemination of this con- 
tribution to our diagnostic armamen- 
tarium, tho he _ published eight or 
ten papers from 1913 to 1919. While in 
no way displacing ordinary ophthal- 
moscopy, it is a most important aid in 
examinations of the fundus, just as ski- 
ascopy or ophthalmometry is an aid in 
refraction. The employment of red 
free light in ophthalmoscopy will be- 
come more general as its importance 
is realized, and as its practicability and 
ease of employment is increased. 
Vogt uses an arc lamp of about 1500 
candle power placed inside of an as- 
bestos lined box. As a filter he used 
one glass receptacle containing an 
aqueous solution of 30% copper sul- 
phat which eliminates the infrared 
rays, and a second glass receptacle 
containing a 1% solution of erioviridin 
which excludes the red and orange 
rays. This apparatus was bulky and 
the solutions had to be occasionally 
renewed. Recently the firm of Zeiss 
have introduced a glass screen, which 
does away with the inconvenience of 
solutions and thus far it is the best 
filter we have been able to find. The 
filters of Cantonnet and of the East- 
man Kodak Company, as well as vari- 
ous forms of colored glass which we 
have collected at home and abroad, 
have not proved adequate. While in 
Basel last year, the writers had con- 
structed a portable arc lamp, which can 
be placed on a movable bracket and 
thus more easily manipulated. But im- 
provements are necessary and will un- 
doubtedly follow. (Bausch & Lomb 
have just constructed a luminous oph- 
thalmoscope with a filter which promises 
to overcome most of the objections of the 
large bulky instruments, but at the 
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1. NORMAL FUNDUS BY RED FREE LIGHT (AFTER KOBY) 


2 PATHOLOGIC APPEARANCES BY RED FREE LIGHT 


A COMPOSITE PICTURE SHOWING MARBLEIZED APPEARANCE OF FUNDUS AND ABSENCE OF NERVE 
FIBERS EXCEPTING A FEW BELOW DISC; A BAND OF EXUDATE ACROSS THE DISC AND ALONG THE 
VEINS: THE DOUBLE CONTOUR FOLDS RADIATING FROM THE MACULA,AND THE MACULAR DEGENERATIONS. 
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time of writing they were not yet on 
the market.) 

The technic is somewhat more dif- 
fcult than in ordinary ophthalmo- 
scopy: The beam of light must fall 
partly on the temple and nose of the 
patient and partly on the mirror. It 
must, therefore, come from behind the 
patient and be directed obliquely. The 
examiner should be seated in front of 
the patient so that the mirror is in the 
center of the beam of light. Very little 
latitude of movement is permissable 
either on the part of the patient or ob- 
server, to avoid getting outside the 
center of the beam. The method is 
suitable for examining the finer de- 
tails of the retina rather than for the 
exploration of a large field, therefore, 
the direct method only is used, necessi- 
tating a widely dilated pupil, prefer- 
ably under homatropin. The light 
even tho filtered is so intense, that 
it is permissable to view the fundus 
only a few seconds at a time. For this 
reason it is well for the beginner to 
first start with a case of optic atrophy, 
or any other blind eye in which the 
retina is easily visible, in order to learn 
the technic and study the details of the 
backgrounds. 

The normal fundus under red free 
light presents a vellowish green tone 
and numerous retinal reflexes are seen 
to move about with the movement of 
the mirror. The disk appears white, 
the vessels almost black, very clear cut 
and can be followed up to their finest 
ramifications. The choroid is not vis- 
ible. The macula can always be easily 
found as it stands out as a lemon yel- 
low area on a green background. The 
macular reflex is always seen. Its ab- 
sence denotes a pathologic condition. 
The retinal vessels may be seen to ex- 
tend to the foveola. 

One of the most important features 
in ophthalmoscopy by red free light is 
the visibility of the retinal fibers. It is 
very interesting to observe the distri- 
bution of the nerve fibers, especially in 
adolescents. These fibers radiate from 
the papilla in all directions. They are 
nearly parallel from the papilla to the 
yellow spot; above and below they con- 
verge toward the macula, finally meet- 


‘ing in a sort of raphe on the temporal 


side of the macula where they are 
gradually lost. Their partial or com- 
plete absence is of great diagnostic 
importance. 


PATHOLOGIC APPEARANCES. 


The Media: In examining the media 
the observer should be seated so that the 
mirror is at a distance of about thirteen 
inches from the observed eye. With a 
three or four D plus lens in the ophthal- 
moscope, one will be able to notice fine 
deposits on Descemet’s membrane, par- 
ticles in the aqueous, fine opacities in 
the lens and dust opacities in the vitre- 
ous. They stand out black against a yel- 
lowish green background. The condi- 
tion of the retina which the beginner 
will most easily recognize is that of 
early atheroma. Due to the clearness 
with which the vessels stand out, 
one see the slightest depres- 
sion of the veins where crossed by the 
arteries, which would escape the detec- 
tion by ordinary ophthalmoscopy. The 
same is true of periphlebitis, where the 
exudate may be seen along the vein. 
On the other hand, what may appear as 
a small retinal hemorrhage may be 
found to be nothing but varices or a 
collection of newformed vessels. Ret- 
inal hemorrhages appear very plainly 
and early, so that frequently it is pos- 
sible to detect a beginning choked disc 
on account of the minute hemorrhages 
at the disc margin or on it, before any 
other evidences appear. While retinal 
pigmentation is quite easily recog- 
nized, choroidal degeneration fre- 
quently escapes detection; so that it is 
often possible to differentiate between 
an affection of the choroid and retina. 
Changes in the retina are generally 
better seen by red free light than by 
ordinary light. The converse holds 
true as regards the choroid; thus reti- 
nal pigment is very distinct while cho- 
roidal pigment may be very indistinct 
or invisible. 

In some socalled functional disturb- 
ances, as in hysteria or in suspected 
simulation, it may help in making a 
diagnosis; as frequently real pathology 
will be discovered in these conditions 
with red free light. Thus it assumes 


| 


18 A. 8. AND L. D. GREEN 


importance in medicolegal work; also 
in amblyopia ex anopsia and strabis- 
mus retinal changes will sometimes be 
discovered to account for the devia- 
tion or lack of vision. 

Ophthalmoscopy by red free light 
probably assumes its greatest import- 
ance in diseases of the optic nerve and 
its retinal fibers. As we know, it is 
frequently impossible to decide from 
the appearance of the disk whether it 
is a case of primary or secondary optic 
atrophy. With red free light, how- 
ever, we can see the slightest amount 
of exudate on the disc or its border, 
or along the vessels, which would be in- 
visible by ordinary ophthalmoscopy. 

In tabetic optic atrophy some of the 
nerve fibers become indistinct or dis- 
appear, while the yellow spot becomes 
enlarged long before any changes can 
be detected by ordinary light. 

In disseminated sclerosis, patches of 
fibers will be missing, while in retro- 
bulbar atrophy the papillomacular bundle 
is absent, the remaining fibers being un- 
disturbed. In optic atrophy from 
any cause, the nerve fibers become 
indistinct or disappear entirely, de- 
pending upon the degree of atrophy. 
The retina then assumes the mottled or 
marbleized appearance wholly or in 
part. 

In acute 


inflammatory conditions 


the fibers become distinct and _promi- 
nent, but as the condition becomes 
chronic they gradually fade and dis. 
appear. The double contour reflexes 
described by Vogt, appear in such con. 
ditions as acute retinitis, optic neuritis 
retinitis pigmentosa, and in the acute 
inflammations of the anterior segment 
such as herpetic keratitis, episcleritis 
and iridocyclitis. They may also be 
seen in detachment of the retina, retro- 
bulbar abscess and contusions of the 
globe. They appear as rosette shaped 
folds of the limitans interna which rad- 
iate from the macula, and are most 
easily seen before the age of forty, 

In many of the above affections one 
may also occasionally find a_honey- 
combed arrangement of vesicles in the 
macula, which Fuchs has also found 
microscopically. 

CONCLUSIONS. 

The literature published by Vogt 
and his pupils is quite extensive, and 
even a summary of it would consume 
more space than is permissable in a 
paper of this kind. The object of this 
contribution is to call attention to some 
practical points in order to arouse in- 
terest in a method of examination that 
has great possibilities, altho it is not 
expected to displace ordinary ophthal- 
moscopy. 
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FORMALIZED CARTILAGE IMPLANTS FOLLOWING 
ENUCLEATION. 


B. Donerty, M.D. 


NEW 


YORK. 


For implantation following enucleation, grafts of dead or formalized tissue seem likely 
to supercede other materials. The value of such implants is here stated, with the method 


of preparing and implanting them. 


The removal of an eye in the great 
majority of cases, where an implanta- 
tion has not been attempted, generally 
leaves depressions, unnatural folds in 
the upper or lower lid, ptosis, im- 
paired motility, and sinking of the 
artificial eve. Most ophthalmologists 


Fig. 1. Cartilage graft has been expelled from in 
strument and inserted into Tenon’s capsule. 


of the present day generally concede 
that something should be put into the 
socket following cnucleation, but just 
what seems to serve this purpose best 
is still a much debated question. 

For the above reasons, aluminum, 
celluloid, sponge, wool, silver, rubber, 
silk, catgut, peat, agar agar, paraffin, as- 
bestos, and other substances have 
been proposed, and have met with 
varying successes, until at the present 
time the most common implants are 
gold balls, glass balls and fat. Each 
of these substances- has its champion, 
but it is not the purpose of this paper 
to dwell upon their advantages and 
disadvantages, except to state, in the 


writer’s opinion, they do not entirely 
answer the purpose. For those who 


are not satisfied, I wish to emphasize 
the work of Magitot in the use of 
formalized beef cartilage implants. 


Fig. 2. Cartilage implant in Tenon’s capsule. 
g i 


Fig. 3. Suture is attached to closed capsule of Tenon, 
while forceps are holding muscles and con- 
junctiva away. 
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During the war, being connected 
with Blake’s Hospital in Paris, the op- 
portunity was afforded me of seeing a 
number of animal cartilage grafts used 
in reforming the rim of the orbit, and 
in the orbit itself. The tissues toler- 
ated the animal cartilage very well, 
there being very little inflammatory re- 
action. Some of these cases were a 
year old, and the results were so uni- 
formly good, that I decided to try 
cartilage at the first opportunity. The 
following procedure has been most 
successful in my hands: 

The cartilage (generally costal) can 
be obtained from any slaughter house, 


Fig. 4. Tenon’s capsule, muscles and conjunctiva 
closed over implant, making good stump for 
artificial eye. 


and it is well to get as large a graft as 
possible, because after being chiseled 
and cut into shape, the implant will be 
considerably smaller, and a snug fit into 
Tenon’s capsule is always desirable. The 
cartilage should be cut into spheres of 
various sizes ranging from 16 to 22 mm. 
in diameter. Two hemispheres of car- 
tilage can be implanted if a graft of suff- 
cient size can not obtain. It has 
been my custom to chisel off the an- 
terior surface of the cartilage sphere, 
and make it slightly flat with the hope 
in this way of obtaining better motil- 
ity. The implants are then placed in a 
2% solution of formalin and left there 
for 2 weeks, after which they are 
washed on successive days in sterile 


normal salt solution for one week, and 
then kept in sterile water. A cartilage 
graft prepared in this manner can be 
preserved indefinitely. 

In the introduction of foreign ma- 
terial into the orbit following enuclea- 
tion, two points should be emphasized: 
Ist, Tenon’s capsule is a definite struc- 
ture; and, 2nd, all implants, no matter 
of what material, should be placed in 
it. The procedure is as follows: 


Fig. 5. Side view, one year after operation, show- 
ing no sinking of upper lid, lower lid or 
artificial eye. Case shown before Clinical 
Research Society, New York City. 

After the usual preliminary opera- 
tive technic has been carried out, the 
dissection of the conjunctiva should 
begin above, and one’s first endeavor 
is always to hug the eyeball and not 
dissect the conjunctiva free of the mus- 
cles. The conjunctiva is dissected 
around the sclera to the attachments 
of the recti and oblique muscles, which 
are cut free. The muscle hook is not 
necessary and should not be used. The 
point to be kept continually in mind 
is to hug the sclera all the time and if 
the dissection is carried out in this 
manner, Tenon’s capsule will be pre- 
served and the graft can be enclosed 
in it. The eyeball is prolapsed; the 
nerve cut, and its removal is accom- 
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plished in the ordinary manner. The 
edge of Tenon’s capsule is grasped 
with fixation forceps in three places, 
and any of the instruments made for 
the introduction of spheres into the 
cavity is used to implant our cartilage, 
with the flat surface anteriorly. Tenon’s 
capsule is now well closed with the 


daily, cleansed with boric acid solu- 
tion, and a pressure bandage applied. 

Some have suggested the use of cold 
compresses following implantation, but 
there has been so little reaction with 
the use of cartilage that I think this 
unnecessary. The advantages of for- 
eign cartilage are: First, cheap and 


Fig. 6. Cartilage implants before shaping. 


smallest catgut and interrupted sutures in 
a vertical direction. The mass of mus- 
cles attached to the conjunctiva are also 
sutured together with a fine catgut su- 
ture; that is, the internal rectus and 
external rectus are sutured together 
and then the superior and _ inferior. 
The conjunctiva is closed with inter- 
rupted black silk sutures in a hori- 
zontal direction, and a good snug 
pressure bandage is kept on for five 
days. The eye should be dressed 


easily attainable; second, can be made 
in any size and shape; third, keeps in- 
definitely in sterile salt solution; 
fourth, well tolerated by the orbital 
tissues. 

I have suggested to a number of 
rhinologists and otologists that similar 
grafts could be used to fill in the depres- 
sions caused by radical frontal and mas- 
toid operations, and am sure that after 
a fair trial, they will be as enthusiastic 
as I am. 


ACTION OF MIOTIC DRUGS ON DISEASED INTRAOCULAR 
STRUCTURES 


R. J. Curvy, M.D. 


KANSAS, CITY, MO. 


Miotics are used for glaucoma so that it is difficult to discriminate between the effects 
of the drug and those of the disease. The effects in question are here discussed with re. 
ports of two cases illustrating the action of the drugs. Read before the Colorado Con. 
gress of Ophthalmology and Oto-Laryngology, July, 1922. 


Recorded observations of the effects 
of miotics have been made mostly in 
connection with their use in the treat- 
ment of glaucoma. The apparently 
accepted conclusions are that they pro- 
duce contraction of the sphincter iridis 
and of the ciliary muscle, and reduc- 
tion of the intraocular tension; that 
the tension reducing effect is due to 
the miosis produced by the action of 
the sphincter, and that reduction of 
tension does not occur if the sphincter 
is not complete. The use of miotics, 
however, is usually advised in cases of 
glaucoma in which the tension has not 
been adequately reduced by iridecto- 
my. It is recognized, or perhaps only 
hoped, that the miotics still have effect 
on the tension, even when the sphinc- 
ter is not complete. 

I have reported’ measurements of 
the size of pupils and colobomas, and 
tonometric measurements of the ten- 
sion, in eyes which had been operated 
by iridectomy for glaucoma, together 
with the alterations produced by the 
use of eserin. These measurements 
show that eserin can produce, in such 
eyes, contraction of the remaining por- 
tion of the normal pupil, and narrow- 
ing of the coloboma, and reduction of 
glaucomatous tession in about the 
same degree as when the sphincter is 
complete. It is, therefore, probable 
that miotics have effect on other por- 
tions of the iris than the sphincter, and 
that their tension reducing effect may 
be due as much to the effect on the 
ciliary body as to the effect on the iris. 
Koller? in a recent paper considers the 
action of miotics and mydriatics on the 
blood vessels of the iris, and thinks 
that their miotic and mydriatic effects 
are due in large part to the power of 
miotics to dilate, and of mydriatics to 
constrict the vessels. The reasons 
given in support of this opinion were 


9 


not accepted by those who discussed 
the paper; Verhoeff especially ex- 
pressing the exactly opposite opinion, 
viz., that miotics constrict the iris ves- 
sels, and that mydriatics dilate them, 
That these drugs have some effect on 
the vessels of the iris is probable, 
What the effect is remains to be 
determined. 

Long continued induced vasocon- 
striction or vasodilatation might well 
bring about organic changes in the 
healthy iris; even more probable is 
it that they might cause additional path- 
ologic conditions in the iris already dis- 
eased. In cases of marked glaucoma, 
pathologic changes are usual in the iris 
and ciliary body, perhaps also in the cho- 
roid. Conspicuous is atrophy of the iris, 
attributed to the increased intraocular 
tension. According to Fuchs’, atrophy 
of the iris may occur in consequence of 
increase of tension, the main agent 
being the compression of the bloodves- 
sels at the root of the iris. That inci- 
pient changes may exist in the appar- 
ently healthy iris is suggested by the 
difficulty sometimes encountered at 
operation. 

Woods‘ reports three cases of fri- 
ability of the iris found at operation. 
In all three cases the iris appeared nor- 
mal before operation, with none of the 
characteristics of atrophy. In each case 
the iris was so friable that a good iri- 
dectomy was impossible. In one case, 
the fellow eye had been operated a 
short time before with no complica- 
tion. In one case the operation was 
followed by recurring hemorrhages in- 
to the anterior chamber. All of these 
eyes were glaucomatous, and all had 
been under treatment with miotics for 
some time before the operating. 

Secondary iridocyclitis is a usual 
concomitant of acute glaucoma, and 
sometimes the iridocyclitis may be- 
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come the predominating factor. That 
it can remain entirely secondary to the 
glaucoma 1S shown in those cases of 
acute glaucoma which are quickly re- 
lieved by the vigorous use of eserin. 
That it may persist independently of 
the primary disease, and be aggravated 
by a miotic treatment, may be reason 
for the failure of benefit from miotic 
treatment in many cases of acute glau- 
coma, and for the increase of the glau- 
coma symptoms sometimes caused by 
eserin. 

On the other hand, increase of intra- 
ocular tension is a usual or frequent 
concomitant of acute iridocyclitis, and 
may be of considerable degree. It is 
even probable that some cases of acute 
glaucoma are primarily iridocyclitis, 
with secondary increase of tension of 
such degree as to become the predomi- 
nating symptom and the immediate 
dangerous factor. These would be 
the cases of primary acute glaucoma 
without cupping of the optic disc, and 
the cases showing the most favorable 
results from iridectomy, and especially 
the most permanent results. Their 
subsequent history is very different 
from that of the cases of acute glau- 
coma occurring in eyes with previous 
chronic glaucoma. The _ differential 
diagnosis between acute glaucoma and 
acute iridocyclitis is sometimes not 
easy. 

Treatment of acute glaucoma with 
miotics relieves the uveal inflamma- 
tion as well as the high tension, while 
mydriatics aggravate both; converse- 
ly, mydriatics relieve both the uveal in- 
flammation and the high tension in 
iritis, while both are aggravated by 
miotics. A more thoro knowledge of 
the effects of miotics and mydriatics 
on the vessels of the iris and ciliary 
body would explain some of these oc- 
currences, and be of value in our treat- 
ment of the mixed and doubtful cases 

There are clinical observations to 
show that miotics can cause hemor- 
thages in the diseased iris; that mi- 
otics long continued, can cause plastic 
iritis in the apparently healthy iris; 
and that hemorrhage can be caused 
in the diseased retina by the reduction 


of tension brought about by miotic 
treatment. 

Hemorrhage from the iris is fre- 
quently caused by eserin in cases in 
which extensive changes have occurred 
in the iris from violent or long con- 
tinued inflammation. The hemorrhage 
may be from newformed vessels, which 
are said by Fuchs (loc. cit.) to “have 
quite often a course that does not in any 
way correspond with the regular radial 
arrangement of the normal vessels of the 
iris—vessels of this sort do not lie in 
the iris itself, but in a thin exudation 
membrane deposited upon it.” 

Traction of the iris on such new- 
formed and illformed vessels, having a 
course not corresponding with the iris 
fibers, might be sufficient to produce 
hemorrhage by mechanical rupture of 
the vessels. In most of these cases, 
however, the iris is so rigid from 
thickening and adhesion to lens or 
pupillary membrane, and its excursion 
of action so limited, that such mechani- 
cal effect is not probable. Further- 
more, the hemorrhage occurs in cases 
in which there is no apparent exuda- 
tion membrane, and no apparent new- 
formed vessels. Reduction of intra- 
ocular tension is not produced by mi- 
otics in these cases, and consequently 
cannot be a factor in causing the 
hemorrhage. In similar cases of dis- 
eased iris, hemorrhage is sometimes 
produced by mydriatic treatment as 
well as by miotic treatment. In both 
miotic and mydriatic treatment, trac- 
tion on the iris may occur, and in both, 
vasoconstriction or vasodilatation may 
occur, and to a sufficient degree to 
cause hemorrhage from _ normally 
formed vessels which are in a diseased 
condition. 

Plastic iritis has been observed to 
occur after long continued use of mi- 
otics in eyes with apparently normal 
irides. Since these are cases of chronic 
glaucoma, usually of long duration, it 
is not certain that the irides are really 
normal. 

In the following case, however, there 
is reason to think that the irides were 
free of any abnormal condition or in- 
fluence other than that of miotic treat- 
ment: 
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CasE 1. The patient, a woman of 
65 years, had been in the care of a 
competent oculist for glaucoma, be- 
ginning five years before my first ob- 
servation. For a year or more he had 
managed treatment himself, seeing the 
patient frequently. At a time when 
the frequent visits were impossible, a 
prescription for eserin solution was 
given, with the admonition never to be 
without it. During the three years 
before coming under my observation, 
she had no medical advice. Use of the 
eserin had been continued by the pa- 
tient up to a year before this examina- 
tion, and resumed again after an in- 
terval of six months, when she noticed 
recurrence of the “tension” and blurr- 
ing of vision. During the past few 
months the vision had become worse. 
The eserin had been used most of this 
time. 

The pupils were very small, prevent- 
ing ophthalmoscopic examination. The 
anterior chambers were shallow. Ten- 
sion measured with the Schiédtz tono- 
meter, under holocain, was normal, 
and the same in the two eyes, 25 mm., 
falling to 22 mm. after one minute of 
continuous contact. 

There was some aching of the eyes, 
but little or no hyperemia. Cocain solu- 
tion was instilled, with only slight 
effect on the pupils, but showing them 
to be irregular. During the next few 
days cocain was used cautiously, 
finally with moderate effect, revealing 
posterior synechiae in both eyes; in 
the right eye a broad adhesion at the 
lower, inner border of the pupil; in 
the left eye an adhesion at each lateral 
border. Other portions of the pupils 
were free, but there were fine pigment 
specks on the anterior surface of each 
lens, outlining a small pupil. 

Ophthalmoscopic examination was 
now easy, and showed nothing abnor- 
mal, the discs showing no depression. 
The blurring of vision disappeared, 
and with correcting glasses the vision 
was normal, 20/20, in each eye. There 
was hyperopia of 2.75. The fields for 
white were normal. 

She has been under periodical ob- 
servation, now for nearly a year, and 
there have been no subjective or objec- 


tive symptoms of active disease. After 
the first few days of treatment with ¢o- 
cain, there has been no active treatment. 
This appears to be a case of glaucoma 
cured at the expense of some posterior 
synechiae. 

Intraocular hemorrhages frequently 
result from the sudden decrease of 
intraocular pressure brought about by 
perforating injuries, or by perforating 
operation wounds, such as those for 
cataract or glaucoma. The decrease 
of pressure brought about by the use 
of miotics might also be the exciting 
cause of hemorrhage if the vessels 
were already weakened by disease. 

The course of events in the follow- 
ing case were strongly suggestive of 
the influence of eserin in this way: 

Case 2. The patient, a man of 59 
years, was seen first in 1915. Two 
weeks before, after a period of exces- 
sive near work, the vision of the right 
eye became blurred suddenly, so that 
he was unable to read any but very 
large print. The family physician found 
the blood pressure to be 175, and in 
several tests of the urine, a trace of 
sugar was found once. The dis- 
turbance of vision was attributed to 
incipient diabetes, and appropriate 
treatment given, and a slight improve- 
ment in vision followed. There was 
no pain and no inflammatory symptom. 

The left eye had been blind about 
three years, the loss of vision first ap- 
pearing as a blur like a pencil point in 
the upper, outer field. Soon the cen- 
tral vision became blurred, and has 
gradually diminished to its present 
condition, with no pain or symptom 
of inflammation. The family physician 
attributed the loss of vision to exces- 
sive use of tobacco. There was no 
treatment. The external appearances 
were normal. 

Vision of the right eye 20/40, em- 
metropic, with the field for white normal. 
Vision of the left eye excentric recogni- 
tion of direction of motion of hand at 
1 foot. 

Ophthalmoscopic examination showed 
glaucomatous cupping of the disc, with a 
little edema of the retina and disc 
borders in the right eye. The left eye 
showed the usual appearance of old 
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simple glaucoma, all details perfectly 
clear, the disc sharply and deeply cupped, 
and with the color atrophy. The trans- 
parent media were clear in both eyes. 
Measurements with the Schidtz tono- 
meter were: Right eye, 39 mm. Hg. 
falling to 31 after one minute of con- 
tinuous contact, with the 7.5 gram 
weight. Left eye, 65 mm. Hg. falling to 
60 after one minute, with the 10 gram 


weight. 
No reading was shown on the tono- 
meter scale with lighter weights. 


There was marked oscillation of the 
tonometer pointer, 1 to 2 mm., syn- 
chronous with the pulse. The pupils 
were moderate in size. 

During the following ten days’ mi- 
otic treatment, eserin, was given, the 
pupils responding normally to the mi- 
otic influence. Then, with marked 
miosis, the tonometer measurements 
were: Right eye, 33 mm. falling to 28 
after one minute, with the 7.5 gram 
weight. Left eye, 60 mm. falling to 52, 
with the 10 gram weight. As in the first 
trial, no readings were obtainable with 
the lighter weights of the tonometer. 
After another five days «wf treatment, 
he went home. A solution of eserin 
sulphat, 1/240 was prescribed, to be 
dropped in both eyes night and morn- 
ing. 

Vision of the right eye was now 
20/30, with a subjective sense of 
greater clearness. Vision of the left 
eye was unchanged. 

After two weeks at home, the vis- 
ion became much worse, following sev- 
eral days of slight blurring. There were 
numerous small hemorrhages in the 
retina around the disc and in the 
region of the macula; the pupil small 
and the media clear; no pain and no 
jnflammatory symptoms. The left eye 
was unchanged. 

Measurements with the tonometer 
were: Right eye, 28 mm., falling to 
25 after one minute, with the 5.5 gram 


weight. Left eye, 65 mm., falling to 
60, with the 10 gram weight. 

It is to be noted that the measure- 
ments 28-25 with the 5.5 gram weight, 
compared with 33-28 and 39-31 with 
the 7.5 gram weight, indicate a greater 
reduction of tension than the numbers 
indicate. Readings with weights other 
than those noted were in parts of the 
scale said to be less accurate; the 
higher weights always measuring the 
tension as lower than shown by the 
weights used. 

General examination was negative. 
The urine was normal, blood pressure 
160, Wassermann test of the blood 
negative. The internist’s diagnosis was 
general arteriosclerosis. During the 
period covered by this report, frequent 
urinalyses were made, at no time 
showing any trace of sugar or other 
abnormality. Since the first diagnosis 
of incipient diabetes by the family 
physician, the patient had been on a 
strict antidiabetic diet, and had lost 
twenty-five pounds in weight. 

A solution of pilocarpin muriat, 
1/240, was prescribed, to be used night 
and morning; the eserin was discon- 
tinued. <A_ slight improvement fol- 
lowed, but after seven weeks there was 
a sudden onset of severe pain, with 
congestion and great increase of ten- 
sion of the right eye. 

The eye then went the way of ma- 
lignant hemorrhagic glaucoma. Sclero- 
corneal trephining with iridectomy 
was done for relief of pain, and in time 
the eye became quiet. Several months 
later, the other eye went thru an at- 
tack of acute glaucoma, during which 
cataract developed. The lens of the 
right eye remained clear. 

These cases are nothing more than 
suggestive, but sufficient for the con- 
clusion that miotic treatment is cap- 
able of some unexpected effects, and 
eyes under miotic treatment should be 
under close observattion. 
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AN ACCOMMODATION RULE WITH NEW FEATURES. 


CoNRAD BERENS, JR., M.D. 


NEW YORK CITY. 


The rule here described is prepared for testing visual acuity, near points of accom. 
modation and of convergence, heterophoria, central color vision, the blind spot, and with a 
protractor, to determine the meredian of cylinder axis. : 


The difficulty or impossibility of se- 
curing the Prince rule and the necessity 
for carrying a millimeter scale when 
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Fig. 1. Front view of Beren’s accommodation rule. 


the Maddox rule is used, suggested the 
usefulness of a combination rule. 

The rule is a modification of the one 
devised by Prince and modified by Mad- 
dox. It resembles the Prince rule in 
two particulars, namely, that it may 
be used for testing the near point of 
accommodation and has a millimeter 
scale. It differs from the Maddox rule 
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in that: (1) the string is attached from 
one extremity of the rule instead of 
from the center, thus permitting the 
addition of a millimeter scale which 
may be used separately or in conjunc- 


4 


4 Sack view of Beren’s accommodation rule. 


Fig. 2. 
tion with the dioptric scale. (2) The 
near muscle test is arranged for use at 
25 cm., instead of 33 cm., and the read- 
ing is in prism diopters, instead of de- 
grees. (3) A stenopaic hole has been 
added for rapidly determining the pos- 
sibility of improving vision. (4) A 
wide, stiff leather case for use as a 
screen. (5) A small dot with a line 
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thru it has been placed at the upper 
extremity of the rule, so that the eye 
may be watched as the near point of 
convergence is taken. (6) A protrac- 
tor for determining the axis of 
cylinders has been added. (7) Large 
and small colored test objects are sup- 
plied which are useful in testing cen- 
tral and peripheral color vision. 

DIRECTIONS FOR USING THE RULE: 

Testing visual acuity: Snellen test 
type, numbers, the broken ring and 
star are available for testing visual 
acuity. If the 6 M., the star or the 
opening in the largest ring can be seen 
at six meters, the vision is 6/6. If the 
type can not be seen at this distance, 
the letters are brought nearer the pa- 
tient, until they can be seen. This dis- 
tance in meters is the numerator and 
the type seen is the denominator. For in- 
stance, if the six meter type can not 
be seen until it is within four meters 
of the patient’s eyes, the vision is 4/6. 
The rule and case were made so that 
they might be used for covering the 
eye not under examination. A sten- 
opaic hole, 1 mm. in diameter, is placed 
at one end of the rule, for estimating 
the approximate maximum visual 
acuity of a patient’s eye with or with- 
out lenses. 

A millimeter scale, which is to be 
found on the Prince rule but not on the 
Maddox rule, has been added and is of 
value in taking interpupillary distance. 
(a) The rule is inverted over the pa- 
tient’s nose, the patient fixing the ob- 
server’s right pupil with his left eye 
and the observer closing his left eye 
and covering the patient’s right eye 
with his right hand, holding the rule 
with the left hand. The zero point on 
the millimeter scale is placed at the 
temporal margin of the left cornea. 
Then the observer covers the patient’s 
left eye with his right hand and the pa- 
tient’s right eye fixes the observer's 
left pupil. Reading is made at the 
nasal border of the right cornea. This 
measures the interpupillary distance 
for infinity, i. e., the distance usually 
used by the optician in fitting distance 
lenses. (b) For determining the inter- 
pupillary distance for reading at 13 
inches, the observer stands 26 inches 


from the patient, the patient is asked 
to fix the observer’s left eye with his 
left and with the zero point on the 
millimeter scale placed at the temporal 
margin of the left cornea, the patient 
is directed to fix the observer’s right 
eye with his right, and the reading is 
made at the nasal border of the right 
cornea. This is the interpupillary dis- 
tance for prescribing near lenses. 

In testing the near point of accommo- 
dation, the findings are recorded in 
diopters or millimeters, from the lens 
set 14 mm. in front of the patient’s cor- 
nea. The distance is measured by 
means of the string. On the front of 
the rule the readings are in diopters 
and millimeters, and if the distance at 
which the print blurs is 2.75 diopters, 
the cord is wrapped around the rule 
and read on the back. 

The near point of convergence is 
measured by means of the black dot 
with a vertical line thru it. The upper 
portion of the rule, containing the test 
object spoken of, is brought toward 
the patient’s eyes in the midline on a 
level with them, until the test object 
begins to double or the patient’s eye 
is seen to cease fixating. 

To determine the convergence angle 
the interpupillary distance must be 
known, and twelve is added to the near 
point of convergence to make it coin- 
cide with the intercentral base line; then 
the following formula may be used: 


50 x Pd 
+3=C 


Pe + 12 
The convergence angle in adults is 
35 to 55, and in children 60 to 63. 
Test for heterophoria: The rule may 
be used for rapidly determining the 
near deviation in prism diopters. It 
is held at 25 cm. from the eye, dis- 
tance being conveniently measured and 
held constant by means of the knot 
placed at 25 cm. An electric light is 
held back of the hole and a red or 
white Maddox rod before the right eye. 
The position that the rod takes with 
relation to the prism diopter marks on 
either side of the hole, when the rule 
is held horizontally, measures the eso- 
phoria or exophoria in prism diopters. 
When the rule is held vertically and 
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the red rod is held so that the line is 
horizontal, the position where the rod 
meets the prism diopter scale measures 
the amount of the right or left hyper- 
phoria. 


Central color vision may be roughly 


tested by rapidly covering and un- 
covering the small colored test objects 
and asking the patient to name them, 
testing each eye separately. 

The ten millimeter colored test ob- 
ject may be used for the confrontation 
test for form and colors, either eye 
being tested separately. The patient’s 
right eye fixes the observer’s left eye and 
the eye not under examination is 
covered or closed. The test objects 
are brought into the field of vision 
equidistant from the patient and ob- 
server, and as the colors are the same 
on both sides, the patients’ fields can 
be compared with the observer’s. The 
five millimeters test object may be 
used on a Schweigger or any other 
perimeter. 

Blind spot of Mariotte: The confron- 
tation test as usually described and 
practiced has proven unreliable, at 
least in my hands, due to the examin- 
er’s inability to maintain a fixed dis- 
tance with the test object. However, 
with the aid of the modified Maddox 
rule, or with an ordinary string one 
meter in length, the test may be made 
with accuracy. The end of the meter 
string is held by the patient on a level 
with the right eye, the observer holds 
the other end on a level with his left 
eye. The eye not under examination 
is closed or covered and a _ white 
headed pin tied into or passed thru 
the string at 50 cm. is carried tem- 
porally below the horizontal, eye fix- 
ing eye, until the blind area is found 
and compared with the observer’s. 


This method is rapid but accurate, for 
it controls distance and fixation, and 
with a little practice will be found an 
easy clinical test. 

Use of the Protractor: This is used 
for the determination of the axis of an 
astigmatic lens. A vertical black line, 
1 mm. in diameter, is observed thru the 
lens, and a line marked thru the lens 
by means of a glass. marking pencil or 
India ink at the point where the line 
breaks with the rotation ‘of the lens, 
when using minus cylinders, and against, 
if plus cylinders are used. The 
base line for the lens is drawn by con- 
necting the small dots or lines made 
in the lens by the optician or, in the case 
of spectacles, along the line which 
joins the bow and nose piece. The 
lens is placed outer surface downward 
on the protractor, and the horizontal 
mark is placed thru zero and 180°, and 
the point where the outer marks meet 
the scale is read off in degrees as the 
axis of the cylinder. 

The string of the rule is one meter 
in length, and as this is the common 
distance for retinoscopy, it will be 
found useful to have the patient hold 
the rule by the eye under examination, 
and have the observer hold the other 
end of the meter string along the 
retinoscope. The meter length will 
also be found useful in measuring the 
distance of the eye to the point of fixa- 
tion in mapping the blind spots at 1 
meter or 75 cm., for there is a knot at 
75 cm. The knot is also of value in 
using a fixed distance in mapping 
diplopia fields. 

(Manufactured exclusively for and 
sold by Haipert and Fryxell, Inc., 311 
Madison Avenue, New York City, who 
are prepared to furnish the rule with 
more complete directions. ) 
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ETIOLOGY OF SYMPATHETIC OPHTHALMIA. 
H. H. Starx, M.D. 


EL PASO, TEXAS. 


This is a preliminary report upon investigation of the relation of tuberculous infection 


to sympathetic ophthalmia. 


The great similarity of lesions in sympathetic ophthalmia 


and tuberculosis, and the power of tubercle bacillus to remain dormant in the body over 


periods seem to point to tuberculosis as the possible cause. Read before the Colo- 


dogenous infection of the uveal tract 


a Congress of Ophthalmology and Oto-Laryngology, July, 1922. 
When we consider all that has been 
written on sympathetic ophthalmia 


since the subject was brought perma- 
nently to the attention of the medical 
profession by MacKenzie one hundred 
years ago, when we consider the theo- 
ries advanced and the experiments 
made to determine its etiology, it is 
doubtful whether anything now can 
be said which has not at least been 
previously suggested. However, it 
seems wise to occasionally make a re- 
view of the known facts and by “de- 
ductive scientific thinking,” as sug- 
gested by Woodyatt*, build up a new 
picture in accordance with our present 
knowledge, to be proven true if pos- 
sible, by laboratory experiments. 

If we stop to analyze the theories as 
to the etiology of this disease, we find 
they fall into groups corresponding to 
the different periods of development in 
medical science, many not being in 
harmony with current teaching. The 
most recent is the idea of anaphylaxis, 
advanced by Elschnig*. His work 
seems to have been confirmed by 
Woods’ in the latter’s extensive experi- 
ments. However, other investigators 
disagree with Elschnig’s conclusions, 
principally on the ground of their doubt 
as to the possibility of the development 
of an autoanaphylaxis. It seems rational 
to believe that pigment of the uveal 
tract is the main factor in developing 
the antigen, as it is only in the eye 
that this tissue is found in abundance. 
Recently, however, Kodama‘ has 
shown that any tissue of the eye may 
produce more than one antigen, some 
of them common to all tissues of the 
eye, others specific to the special tis- 
sue, concluding from his experiments 
that the pigment is not the only factor 
to be considered in sympathetic oph- 
thalmia. 

Dealing with the subject clinically, 
I think the most rational theory is that 
the antigen is developed thru the en- 


by microorganism, which may remain 
apparently in the human host for many 
years. There are a number of these 
organisms, but the two known to 
cause clinical conditions similar to 
sympathetic ophthalmia are tubercle 
bacillus and spirocheta pallida, both 
of which show, at times, decided affin- 
ity for all the tissues of the eye. Since 
the perfection of the complement fixa- 
tion test, it has been conclusively 
proven that syphilis is not a primary 
factor. The tubercle bacillus produces 
a condition so similar to sympathetic 
ophthalmia, that I feel we must prove 
it is not the cause before proceeding 
along any other line of investigation. 

The process as I see it may take 
place as folows: A primary injury to 
the eye by trauma or possibly an intra- 
ocular tumor, followed by secondary 
invasion by tubercle bacilli with their 
eventual destruction in the tissues, the 
development of an antigen taken up by 
the blood stream, with the sensitiza- 
tion and development of an allergy of 
the uvea of the secondary eye, pos- 
sible disturbance of the relations exist- 
ing between the complement and anti- 
bodies by an antigen from a general or 
focal infection. The result of the whole 
process is an anaphylactic reaction (if 
one so cares to call it) of the uveal 
tract of the secondary eye, producing 
the clinical picture recognized as sympa- 
thetic ophthalmia. 

This theory has so appealed to me, 
that I have repeatedly applied it to 
my own cases as well as to those re- 
ported in the literature, and find that it 
harmonizes in every particular not 
only with tuberculosis, general and 
local, but with sympathetic ophthalmia 
as well. 

I will briefly take up the main points 
in the cases considered : 

First; about two-thirds of the cases 
of sympathetic ophthalmia develop 
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early in life, at an age when the indi- 
vidual has no immunity, or is develop- 
ing his immunity for tuberculosis, at 
which time the tissues have less re- 
sistance to this infection than in the 
later period of life. This corresponds 
with the original observation of Mac- 
Kenzie that the cases are more fre- 
quent in scrofulous children. The ma- 
jority of cases occur within a few 
weeks after the injury, but may oc- 
cur many years later, indicating that 
infection may be present at the time 
of the injury, only to invade the pri- 
mary eye many years later. This cor- 
responds to our present day knowl- 
edge of general tuberculosis, which we 
are now convinced may remain latent 
in small foci in the body for many 
years. Ifthe immunity becomes lowered, 
the bacilli may be distributed by the cir- 
culation and attack weakened or diseased 
tissue. In considering the frequency 
with which these bacilli are found in the 
circulation, I would like to call attention 
to a recent article by Albertario®. He 
examined one hundred cases, most of 
them active tuberculosis with fever, but 
some with slight infection not connected 
with the lungs, and found bacilli fifty- 
two times in the blood stream. Naturally, 
in the apparently healthy individual the 
percentage would be much smaller, but 
even tho small, it would be in keep- 
ing with the percentage of injured eyes 
that cause sympathetic ophthalmia. It 
would also account for the small per- 
centage of cases occurring from injury 
of the eye during the world war, as 
never in history has so thoro an investi- 
gation been made to eliminate the pres- 
ence of tuberculosis before the individ- 
ual was accepted as a soldier. 

Second: The clinical picture gener- 
ally accepted of sympathetic ophthal- 
mia is that of choroiditis, papillitis, 
plastic iridocyclitis, nodules in the iris 
—all of which are common to ocular 
tuberculosis. Especially is plastic iritis 
similar to the condition found after 
administering excessive diagnostic doses 
of tuberculin. Clinically, even sym- 
pathetic irritation corresponds to our 
eczematous keratoconjunctivitis. 

Third: Fuchs and his followers be- 
lieve that the pathologic picture rep- 
resented by sympathetic ophthalmia 
is a typical one. However, there must 


be a very close resemblance to tuber. 
culosis, as the ordinary pathologist jg 
frequently unable to differentiate pbe- 
tween the two. 

Fourth: We find that Gifford’ss 
method of using the salicylates corres- 
ponds with the treatment of scleritis 
which to-day many believe to be due 
in the majority of cases to tuberculo- 
sis. It is quite possible that the salicy- 
lates have no direct action on the tu- 
iberculous infection, but neutralize jp 
some manner the other antigens that 
have either lowered the resistance of 
the tissues or used up an excess of the 
complement. 

We find in the literature an occa- 
sional mention of the successful treat- 
ment with tuberculin of cases diag- 
nosed as sympathetic ophthalmia, such 
as Norman’s’. 

With these conclusions in my mind, 
I have had under way for some time a 
series of investigations, by which I 
hope to either prove or disprove that 
sympathetic ophthalmia is due to tu- 
berculosis. I have attempted to pro- 
duce an antigen by the growth of tu- 
bercle bacilli in a media containing the 
uveal tract. These experiments in the 
last year have not been entirely suc- 
cessful, but are being continued with 
modifications of the original method. 
Since the reading of Finnoff’s® article, 
I have at the present time under way 
an effort to develop this antigen in the 
living eye, which I hope will be suc- 
cessful. My experiments are being 
conducted as follows: 

Injection of the antigen into an ani- 
mal endeavoring to develop a sensitiza- 
tion, which may be determined both 
clinically and by complement fixation. 

Injection of some common type of 
bacteria to determine the effect on the 
previously sensitized animal, testing 
the human, both those who have had 
sympathetic ophthalmia and those with 
old injured eyes, as to their sensitive- 
ness both to the new antigen and tu- 
berculin. The result of these experi- 
ments will not be ready for reporting 
for several months. 

Working along this line, I have 
handled one case, which I will briefly 
report. 

Mrs. C. K. W., age 57, came under 
my care in April, 1918; general appear- 
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ance stout; no history of special ill- 
ness for many years; urinalysis, trace 
of albumin with a few pus cells; teeth 
negative ; deafness in left ear for 
twenty years. 

History of the eyes: She developed 
trouble in the left eye twenty years be- 
fore, which was diagnosed as_ glau- 
coma, for which she had been operated 
upon twelve years previously, with 
complete loss of sight immediately 
afterwards. The right eye began to 
trouble her in an uncertain way five 
years ago, but it was only in the last 
two years that she had noticed any loss 
of sight. Seven months previously, 
there was an operation on this eye 
which improved her vision, but since 
that time she again noticed that vision 
was gradually becoming worse. 

Examination of right eye: media 
clear, large iridectomy up and slightly 
out, nuclear cataract thru which the 
fundus could be indistinctly seen ap- 
pearing as normal; vision, counting 
fingers at eight feet. Left eye: iridect- 
omy wound, total cataract, no light 
perception, tension normal or slightly 
minus. 

She was kept under observation 
until August, 1918, at which time I 
entered the army and had no occa- 
sion to see her until May, 1919. At 
this time the examination showed an 
increase in the cataract, with corres- 
ponding loss of vision. In December, 
1919, her family physician found con- 
siderable sugar in the urine, which 
cleared up readily with a proper diet. 
Shortly afterwards, her own oculist re- 
turned to the city and she was trans- 
ferred to him, returning to my care in 
January, 1921, after her oculist had 
again left the city. This time she gave 
the following history : 

That her oculist had felt that in 
consideration of the fact that she only 
had one eye, it was advisable for her 
to wait until the cataract was fully 
matured. Being impatient to have her 
vision restored, she had gone to an 
eastern city where she was operated 
upon September 30, 1920. The eye was 
kept bandaged for six weeks and never 
fully cleared after the operation. Two 
weeks previously, the eye had become 
very much worse, with marked inflam- 
mation and pain and increased impair- 


ment of vision. During this time, she 
had been treated by the eastern oculist 
by letter and telegram, who advised 
the use of 1% atropin sulphat solution. 

On examination, the eye showed 
marked inflammation, no increase in 
tension, cloudy cornea, exudate in pu- 
pil with no view of the fundus, ability 
to count fingers at five feet. Trace of 
sugar in urine. Over the corneal sur- 
face could be seen a fine network of 
vessels coming in from all directions, 
but principally from the top. The 
strength of the atropin was increased, 
but had no effect on the size of the 
pupil. X-ray of the teeth showed one 
molar with an abscess, which was ex- 
tracted. Several doses of antidiph- 
theria serum were given with no re- 
sult. At the end of ten days, sodium 
salicylat, 150 grains in 24 hours, was 
given for three days, with two days 
rest. Like treatment was continued 
for four months, with temporary im- 
provement in the pain and redness dur- 
ing the days she was under the in- 
fluence of the medicine. There was a 
gradual increase in the pupillary exu- 
date, until there was left only a small 
dark spot at the extreme upper part 
of the iridectomy. If the rest periods 
were extended over three days, the 
pain would recur with its old intensity. 
In February, Wassermann blood test 
was made and again found negative. 
Dermal test for tuberculosis showed 
marked activity; t.b. fixation showed 
four plus with 2/10 c.c. of the patient’s 
serum. 

On March 14th, the left eye was enu- 
cleated with apparently slight im- 
provement in the right eye, the salicy- 
lates being discontinued for seven 
days, when the trouble recurred again 
necessitating their use. The enucleated 
eye was divided into three parts, one 
part being used in an attempt to make 
an antigen with normal salt solution. 
One of the other thirds of the eye was 
digested with antiformin and the result 
of the centrifuged matter was injected 
into a guinea pig with no result. The 
other third was hardened, imbedded and 
ready for sectioning, when a fire in the 
laboratory destroyed it. 

In April, finding that salicylates 
were producing no permanent im- 
provement, I decided that the positive 
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skin reaction and positive complement 
fixation tests were sufficient to warrant 
beginning the use of tuberculin. Be- 
ing afraid of too great a focal reaction, 
the initial dose was 1/100,000 of a mil- 
ligram. This was gradually increased 
with no reaction until the latter part 
WHITE COUNT 
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of June, when the patient had a general 
and local reaction with 1/500 of a milli- 
gram. The condition of the eye was 
such that it could not be determined 
whether or not there was a focal reaction. 
From that time the salicylates were 
gradually decreased and their use final- 
ly stopped. Tuberculin was continued 
once a week, never reaching higher 
than 2/100 of a milligram. 

In May, 1922, the eye having been 
quiet for eight months, with the tension 
about minus two, vision of hand move- 
ments, localization in all directions and 
projection of 15 feet, an iridotomy with 
a Ziegler knife was performed, but the 
opening closed giving no improvement 
in vision. At the present time, she is 
still under treatment with small doses 
of tuberculin, with another iridotomy 
to be done later. 

During the time of handling the case 
of sympathetic ophthalmia, I had 
under treatment two cases of intraocu- 
lar tuberculosis and a case of sympa- 
thetic irritation in a tuberculous pa- 
tient with slight activity in his lungs. 
Keeping in mind the leucocytosis re- 


ported by Gradle®, I had a white cejj 
count and a differential made on the 
four cases, also testing each of them 
for the t.b. complement fixation and 
the dermal test with the antigen from 
the enucleated eye, the results of which 
I herewith tabulate: 


Wasser- 
| Eos sation mann _ Antigen 
Negative Negative Negative 
4 Negative Negative Negative 
1 Negative Negative Negative 
Positive | Negative Negative 


(XXXX) | 0.2 cc, 


You will notice that the antigen tests 
on the four patients are negative. 
Whether this was due to faulty tech- 
nic in its manufacture, or whether 
the eye was placed in formalin, I am 
unable to say. It is of interest to note 
that the case of sympathetic irritation 
in the patient with active tuberculosis of 
the lungs gave a negative fixation test, 
while the case of sympathetic ophthal- 
mia with negative findings in the person 
of more than ordinary good health, 
gave a positive. The case of sympa- 
thetic ophthalmia also showed a large 
excess over normal of small mononv- 
clear cells. 

Conciusions: Whether the case re- 
ported is sympathetic ophthalmia or 
tuberculosis I am unable to say, as 
clinically and therapeutically there 
seems to be no way to differentiate be- 
tween the two. I hope within the next 
few months to be able to report some 
conclusions on my experiments, which 
may be of value in determining the eti- 
ology of sympathetic ophthalmia, or 
differentiating this disease from ocular 
tuberculosis. 
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GRADUATE TEACHING OF OPHTHALMOLOGY. 


LAWRENCE Post, M.D., 


ST. LOUIS, MO. 


The need for three kinds of graduate courses on ophthalmology is pointed out: 1 


For those entering upon special practice of ophthalmology. 2. 


For general practitioners 


compelled to do certain branches of opthalmic practice. 3. Specialists desiring instruction 
on particular parts of the specialty. The ways in which these needs may be met are 


also stated. 


The problem of the ophthalmologic 
graduate school is to offer courses which 
will adequately meet the requirements 
of those seeking ophthalmic training. 

A review of the literature of the last 
ten years on graduate teaching in oph- 
thalmology, reveals a general agree- 
ment that there is great need for grad- 
uate teaching in this specialty, and that 
the opportunities in this line, tho much 
better than they formerly were, are still 
quite insufficient. 

The amount of time suggested as 
the minimum for graduate courses by 
different writers varies tremendously. 
Duane’ believes that a seventeen weeks 
course, tho not sufficient to give a 
man full training, could give thoro 
training in fundamentals and be suffi- 
cient to enable him to handle most 
cases with intelligent knowledge and 
reasonable skill. Verhoeff* outlined a 
two years course, making no provision 
for courses shorter than this. Lancas- 
ter®, reporting for the American Board 
of Ophthalmic Examiners, outlines a 
very comprehensive two years grad- 
uate course, which is the course that 
this Board recommends. 

All are in agreement that a thoro 
grounding in the fundamentals of the 
special anatomy, physiology, etc., is 
the first essential in any good course. 
Wiener* suggests six weeks of ground 
work in an outlined cotrse of six 
months; while Duane would devote 
twelve of the seventeen weeks of his 
course to the fundamentals. 

I am heartily in accord with the gen- 
eral ideas of long and complete courses 
for those desiring to take up ophthal- 
mology as a specialty, but there is an- 
other class that needs the help of grad- 
uate teaching in ophthalmology. I re- 
fer to the general practitioner who 
finds, because of his situation, he is 
forced to do whatever of eye work is to 
be done in his community. There is a 


tendency to regard the general practi- 
tioner who seeks ophthalmic graduate 
training as usually a man who has made 
a failure of general practice, and desires 
to take up a specialty as an easy means 
to a lucrative practice. This may be the 
situation in the thickly populated East- 
ern States, where an oculist may be 
found within a radius of a few miles, 
but in the West and Middle West, cities 
are farther apart, and often it is im- 
possible to send the patient with eye 
trouble the necessary distance to an 
ophthalmologist. The general practi- 
tioner who seeks knowledge to help 
these people is distinctly deserving of 
our assistance, and his education should 
constitute an important part of our grad- 
uate teaching. 

In general, applicants for instruction 
in eye work fall into three groups. The 
first class is composed of physicians 
practicing in communities where the 
doctor must employ every branch of 
medicine, because of lack of specialists 
to whom he can refer cases. The sec- 
ond class is composed of physicians 
who desire to practice ophthalmology 
as a specialty, alone or combined with. 
ear, nose and throat. The third class 
includes the practicing oculist who de- 
sires special training in some particular 
branch of the specialty. 

Regarding the physicians in the first 
group, they have the choice of send- 
ing their eye patients to their oph- 
thalmologic colleagues in a large city, 
to an optometrist or other  non- 
medical man, or of taking care of the 
patient themselves. Quite obviously 
it is very frequently not feasible to 
send the patient on a long trip for a 
minor ailment, or for a simple refrac- 
tion. The second choice, that of send- 
ing the patient to a nonmedical man 
is contrary to the physician’s training, 
and may be severely detrimental to 
the patient. The last choice, that of 
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treating the patient himself, finds the 
physician unprepared to handle the 
case. The doctor has not the time 
for a long course in ophthalmology, 
but desires a course which shall enable 
him to give first aid, as it were, to eye 
cases. 

In short courses, it is impossible to 
teach the entire subject of ophthal- 
mology sufficiently thoroly for the 
graduate student to learn enough to 
enable him to practice eye work in all 
ophthalmic branches. The only ex- 
cuse for such courses is that they 
might serve as reviews for oculists, 
but for this there is little demand. The 
oculist prefers to choose a specialty 
course, or a number of specialty 
courses. 

The physician usually has found 
that there are some one or two 
branches of ophthalmology in which 
there is a particular demand upon him. 
For this type of practitioner we sug- 
gest short courses in the different 
branches of the specialty. In two 
months, the ground work, and a fairly 
good general knowledge of this branch, 
together with a little instruction in the 
necessarily allied branches, can be 
taught. This will teach the practi- 
tioner at least one subdivision fairly 
well. I think this better than a smat- 
tering of the whole subject of oph- 
thalmology, which is all that could be 
taught in the same length of time. 
Such a course will act further as a 
stimulus to the practitioner to take later 
other specia! branches of ophthalmology. 

In two months of intensive work in 
special courses which the physician 
feels would be particularly applicable 
to the type of patient which he finds 
it essential to care for, a_ sufficient 
training might be obtained for him to 
handle these cases with a certain de- 
gree of success. 

I do not think that there is danger 
that the physician so trained will set 
himself up as a specialist. We must 
primarily assume the honesty of the 
applicant’s intentions, or no course at 
all should be offered to him. 

Such a division of the specialty is 
open to just and severe criticism. Ad- 
mittedly all of the branches of oph- 


thalmology are closely interwoven, but 
with the background of a medical 
school training, and even a limited 
knowledge of other branches, certain 
subdivisions of the specialty might be 
successfully practiced. It is not a ques- 
tion of the ideal but an expedient to 
meet a difficult situation. Surely to 
give the doctor as much as possible 
and let him use the knowledge thus 
obtained as well as he is able, is our 
duty as medical teachers. With a 
foundation of medical education and 
medical altruism, it is certainly better 
that the patient should be in such a 
physician’s care, than in the care of 
those interested principally in com- 
merce. 

With regard to the second group of 
physicians, namely, those who desire 
to practice ophthalmology as a special- 
ty; at least one year’s course should 
be offered. The ideal course is interne 
hospital service and service in the 
dispensary. Only by following the pa- 
tient from dispensary to the hospital, 
to the operating room if necessary, and 
thru the daily hospital course, can a 
complete understanding of the condi- 
tion and the proper handling of the 
patient be obtained. 

The average student constantly 
needs direction and must be given defi- 
nite tasks for all of each day, in order 
to get the most out of his year’s work. 
It is certain that the student who has 
only the afternoons definitely em- 
ployed will not do as well as if the 
mornings also were assigned. It is 
easy to suggest original work and to 
outline a course of reading for the 
morning hours, but it will be found 
that a personal guide will tremendous- 
ly increase the amount of the work ac- 
complished. To do this satisfactorily, 
at least one full time instructor would 
be of great value. 

Even in the absence of a hospital 
for eye cases and a full time instructor, 
a’ reasonably good course of one year 
can be given. There are two things 
which might be done in schools which 
do not have an eye hospital connec- 
tion, that would greatly help the teach- 
ing. First, a definite number, even if a 
very small number, of free beds for the 
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use of eye cases referred from the 
clinic could be assigned. Were only 
ene bed in each ward so assigned, if 
the ophthalmic staff could definitely 
count on that number, it would usual- 
ly be possible to so arrange the hos- 
pital cases that fairly adequate bed- 
side teaching might be done. With- 
out such arrangements, more often 
than not, the patients on whom the 
students have been working, have to 
be sent to hospitals in different parts 
of town, rendering rounds upon these 
patients out of the question. The 
graduate student is missing a very im- 
portant part of his training if he does 
not have demonstration on_ hospital 
cases, or much better still, the actual 
care of such patients. Secondly, there 
should be opportunities for refraction 
for the graduate student during that 
part of the day in which the teaching 
staff cannot be present. More than 
one-half of an ophthalmologist’s prac- 
tice is refraction, and with such op- 
portunities students could study this 
important branch in the hours when, 
without a full, time instructor, it is im- 
possible to give them a guide. The 
students’ work could be _ rapidly 
checked by the ophthalmic teacher at 
a later period. Alternate days may be 
used then for refraction and the study 
of anatomy and pathology; for much 
of which work, direct supervision is 
not absolutely essential. 

The year’s course should start once 
a year and be definitely progressive. 
Probably the best time for the start of 
this course would be in the Fall, at the 
time when most hospitals begin their 
interne year. This year’s course, I 
think, should be the backbone of the 
ophthalmologic graduate teaching. 


There may not be great demand for 
the year’s course, because the young 
man who contemplates going inte oph- 
thalmology is more likely to choose an 
internship in an eye hospital than an 
externe course. Nevertheless, what- 
ever of building is done by offering 
such a course will be done on the right 
foundation. 

Regarding the third class, namely, 
the practicing ophthalmologists who 
wish training in special branches, such 
courses should be given for them by 
men known for work in the particular 
branch that is being offered. The busy 
practitioner will not take time for an 
eight weeks’ course in eye operative 
work, unless it is given by some well 
known ophthalmologic surgeon. These 
courses draw from the oculists because 
of the men that give them, rather than 
because of what the course, as a course, 
offers. 

I believe the eye department should 
offer these courses at definite times, 
and be prepared to give them to any 
properly qualified applicant. 

These specialty courses should not 
be shorter than eight weeks, and each 
one should contain an adequate 
amount of ophthalmoscopy, because 
ability to make a fundus examination 
is a sine qua non for any ophthalmo- 
logic work. 

In conclusion, let us offer thoro 
courses for the man desiring to prac~ 
tice ophthalmology as a specialty, but 
let us also study the ophthalmic needs 
of the general practitioner and offer 
the courses that will help him most. 
The latter I think will be best accom- 
plished by giving short courses in 
special branches. 
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NOTES, CASES, 


PARINAUD’S CONJUNCTIVITIS 
WITH EOSINOPHILIA. 


T. WALKER WEavER, M.D., anp W. G. 
Gutett, M.D. 


WICHITA, KANSAS. 


White female, aged 31 years, had 
swollen right eyelids and large tumor 
mass on the right side of neck. 

Her family, personal, menstrual and 
marital history are entirely negative. 
She works in a combination grocery 
and meat shop. 

Onset November 5, 1921, with marked 
swelling of the right upper and lower 
lid. The eye watered and stuck to- 
gether in the mornings. With the onset 
of the eye trouble, a tumor mass de- 
veloped in. front of the right ear and 
along the right side of the neck. The 
eye pained a little, but the tumor mass 
was not very sensitive. The patient felt 
badly and had a slight fever. 

The above symptoms lasted about five 
weeks, and at the end of this time the 
eye symptoms and the tumor slowly sub- 
sided. At the end of ten weeks all the 
trouble had cleared up. Aside from the 
following findings, the physical examina- 
tion is negative thruout: On the right 
side of the patient’s head and neck there 
is a nodular tumor mass _ (probably 
glandular), which extends from the pre- 
auricular region above to the clavicle be- 
low. 

Eye Examination. The left eye is 
normal and there are no glandular en- 
largements. The right eyelids are ede- 
matous and swollen shut. When the eye- 
lids are opened, the bulbar conjunctiva 
is seen to be red and inflamed, but there 
are no granulations. When the lids are 
turned, the palpebral conjunctiva is seen 
to be very red and inflamed, and in addi- 
tion there are many granulations which 
are not unlike trachomatous granules. In 
the center of the tarsal conjunctiva of 
the upper lid, the conjunctiva has as- 
sumed the form of a polypoid projec- 
tion, measures about five millimeters and 
is thicker at the base than at the apex. 
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There are small, greyish white ulcers 
scattered here and there over the con- 
junctival surface. Cornea, ant. cham- 
ber and iris are normal. 

Ophthalmoscopic. Extrinsic muscles 
and the fundus of each eye are normal. 
Vision, R. and L., 20/24. 

Laboratory Findings. Wassermann, 
negative. Urine, negative. 

The blood picture in this case js 
very interesting and instructive. At 
different dates during the height of the 
disease, five complete blood examina- 
tions were made, the counts were prac- 
tically normal, there being a_ slight 
leucocytosis each time (8,000). The 
differentials, however, proved the ex- 
istence of an eosinophilia of from 5 to 
7.5% ; which was constant during the 
disease, but which returned to normal 
when the patient got well. Three dif- 
ferential counts since the disease was 
cured have been normal. Eosinophiles 
running from 0.5 to 1.5%. 

Neither local or systemic medica- 
tion seemed to have any influence on 
the course of the disease. 

Conclusions. We believe this is a 
typical case of Parinaud’s conjunctivi- 
tis, altho the patient refused to have a 
specimen removed for histologic ex- 
amination. It had a typical history, 
ran a typical course and had _ the 
typical clinical findings. 

It is interesting to note, that during 
the disease the patient’s blood con- 
tained a constant increase in the 
eosinophiles. A review of the pub- 
lished cases of Parinaud’s conjuncti- 
vitis shows that there have only been 
two cases reported in which differen- 
tial counts were made. In one of 
these, which was a typical case, there 
was an eosinophilia of 8%. In the 
other, which was a questionable case, 
there was a slight lymphocytosis. 

This is an important finding, and if 
further substantiated will add an im- 
portant differential point in Parinaud’s 
conjunctivitis. 
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UNSUSPECTED FOREIGN BODY 
IN LENS. 


Ira A. ABRAHAMSON, M.D. 
CINCINNATI, OHIO. 


K. G., clerk, age 22. Unable to see 


out of right eye. | 

History: Negative up to one year 
ago, when patient had an attack of 
acute catarrhal conjunctivitis, which 
lasted for about three days. Vision 
afterward not impaired. At the time 
the patient thought a foreign body was 
in the right eye, but the attending 
physician could not find any. General 
history: negative. 

On July 20, while playing hand ball, 
patient noticed that the right eye be- 
gan to blur and shortly afterward 
photophobia and blepharospasm set in. 
No pain or lacrimation noted. Upon 
covering left eye, he was able to see 
only outlines of objects. The patient 
is certain he received no injury to the 
eve, and could see perfectly before this 
occurrence. 

Examination showed the patient ap- 
parently in good health, lid movements 
unimpaired. Conjunctiva clear. R. E. 
vision 20/20 minus 1. Media are clear: 
Pupillary reaction to light, accommo- 
dation and consensual present. Fundus 
normal. Tension normal. Refraction: 
plus 0.25 cyl. axis 90°. L. E. vision 
fingers at 10 inches. Conjunctiva clear. 

Opacity in the cornea, the size of a 
small pin head, situated about two mm. 
above the center. Slight depression, 
base smooth and pigmented, apparent- 
ly superficial and old; no signs of in- 
jection present or past. Anterior cham- 
ber somewhat shallow. Color of iris 
good, no deposits, pupillary reaction to 
light present. 

On focal illumination, lens appears 
gray, opaque, swollen thruout. Ly- 
ing embedded in the anterior capsule, 
at about four o’clock on the dial, 5 
mm. from the limbus, is a highly pig- 
mented, spindle shaped deposit or ob- 
ject. Running from it to almost the 
equator, a rust colored streak of stain 
is noted. Another deposit is seen at 
about 9 o’clock, which is smaller and 
less dense. Both deposits are out of 
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direct line with the corneal abrasion. 
By means of the stereoscopic loupe, 
both the outlines of the object and 
stain can be seen distinctly. X-ray pic- 
ture disclosed no foreign body. 

Comment. This case is presented be- 
cause of the following misleading fea- 
tures. 1. No history of any recent 
trauma. 2. Opacity on cornea was not 
on a line with lens opacity. 3. Cor- 
neal opacity did not have the appear- 
ance of having been a_ perforating 
wound. 4. X-ray picture returned ne- 
gative. 

It is known that the crystalline is 
wonderfully tolerant of foreign bodies. 
So much so, that it will sometimes re- 
tain perfect transparency for months, 
or even years, with one embedded 
sharply within its substance. It would 
not therefore be illogical to reason 
that the presence of the foreign body 
dated from the time the patient was 
told he had a catarrhal conjunctivitis 
18 months previously, and that it lay 
embedded in the anterior capsule un- 
dergoing oxidation, and weakening the 
capsule at that point. Of course, iron 
being readily oxidizable, would ordi- 
narily make it more potent for evil 
than any of the noble metals, or even 
zine or lead, but its position rendered 
tolerance to decomposition _ better. 
Later, during the strain of playing 
hand ball, the capsule ruptured, thus 
admitting the aqueous contact with the 
lens substance, resulting in the opacity 
of the lens. 

Treatment. The patient was taken to 
the hospital where the eye was pre- 
pared. The tip of the Hirschberg hand 
magnet was applied to the cornea, and 
immediately a slight shock was felt. 
On the removal of the magnet, the for- 
eign body was seen lying on the iris. 
An incision was then made with a ker- 
atome close to the iridic angle, facilitat- 
ing the removal of the foreign body. 
The latter was grasped with iris for- 
ceps and withdrawn from the anterior 
chamber. 

When seen six weeks later, the lens 
had completely absorbed, and the pa- 
tient had made an uneventful recovery. 
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INDIRECT RUPTURE OF 
SCLERA. 


Aaron Brav, M.D., 
PHILADELPHIA, PA. 


Indirect rupture of the sclera is not 
a common condition. It is occasional- 
ly met with in elderly people, where the 
scleral tissue is harder. It is rather 
rare in children, for the sclera is still 
somewhat elastic and yielding. Rup- 
ture of the sclera is caused always by 
some trauma. It is usually associated 
with hernia of the iris, aniridia or sub- 
luxation of the lens. In some cases the 
lens has been delivered thru the 
scleral opening. In a case I had the 
opportunity to observe, the rupture in- 
cluded only the conjunctiva. The in- 
jury is usually caused by a heavy blow 
with a blunt instrument. The case re- 
ported is of interest from the fact that 
it occurred in a young boy, and that 
he had an uneventful recovery, retain- 
ing practically normal vision. 

R. G., age 13, was brought to the 
Jewish Hospital, July 27, giving the 
following history: “He was sitting on 
a coaster wagon in an ice plant, when 
the ice man attempted to put a piece 
of ice on his wagon. The tongs slipped 
and hit the boy a heavy blow on the 
left eye. 

I saw the case 6 hours after the in- 
jury and noted the following condi- 
tion: Left upper lid slightly edemat- 
ous. Horizontal linear superficial cut, 
which was cleansed by the resident 
prior to my arrival, involved only the 
superficial layers of the epithelium of 
the skin. Cornea was clear, anterior 
chamber shallow, pupil oval, drawn 
upward, adherent at upper limbus, an- 
terior chamber contained some _ blood, 
pupil did not react, vision reduced to 
light projection. At the upper corneo- 
scleral margin, there was a laceration 
of the conjunctiva and sclera. The rup- 
ture was in the shape of an inverted 
letter T, the horizontal line about 5 
mm., the vertical line about 8 mm. 
No hernia of iris, no tissue protruding 
from the wound. The choroid was vis- 
ible and intact. Eyeball very soft. 

The boy was prepared for operation 
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and three scleral stitches placed, in- 
cluding the conjunctiva. One stitch 
was placed horizontally and one on 
each side of the vertical tear vertically, 
(See Fig. 1.) Atropin was instilled 
and bandage applied. Tension was 
very low, the eye was very flabby. 

7, 29. Bandage removed, anterior 
chamber clear, pupil dilated, somewhat 
oval. No hemorrhage, light projection 
good, but eyeball very soft. Eyeball 
slightly injected. Slight red reflex 
seen with the ophthalmoscope. Two 
stitches hold firmly, one is cut thru, 
No pain. 

7, 31. Eyeball Jess injected, but 
slight black pigment seen in the place 
where the stitch did not hold. Wound 
was clean but eye still soft. Ophthal- 
moscopic examination shows vitreous 
clearing, optic nerve and retina seen, 
but very hazy. Eyeball moves well. 


Fig. 1. T-shaped rupture of sclera above cornea, 
solid line. Three stitches shown by dotted lines. 
(Brav.) 


Counts fingers at one foot distance. 
Wound cleansed, and a 4% silver ni- 
trat solution applied to the edges of 
wound and atropin instilled. 

8, 2. Cornea quiet, anterior cham- 
ber clear, tension minus. Media still 
hazy, optic nerve and retina hazy, no 
hemorrhage, no detachment of retina, 
slight gaping of wound. Silver nitrat 
applied to wound. 

8, 7. Eve quiet, practically free 
from inflammation, only the site of the 
wound is injected. Vision improved, 
wound is healing, pigmentation seen 
in gap of loose stitch; tension still 
minus. 

8, 10. Eye quiet, free from pain, no 
injection, slight redness of area of 
wound which is healing, stitches re 
moved, tension minus. 
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8, 12. Eye quiet, media clear, nerve 
hazy on nasal side, retina wavy above. 
Probably partial detachment of retina. 
Silver applied to wound. 

8, 14. Eye quiet, wound closed, ten- 
sion normal, vision 5/12, no pain. Sil- 
ver applied. 

9,4. Wound closed, some pigmen- 
tation visible in scar, vision with plus 
2. cylinder, axis 135° = 5/9. 

9,25. Eye quiet, no injection at site 
of wound, media clear, disc oval, well 
defined; good color. No changes in 
the retina. Vision with plus 0.75 cyl- 
inder axis 95° = 5/6. 

10, 6. When seen last, eyeball quiet. 
Slight pigmentation in cicatrix. 
Wound healed and quiet. Discharged 
cured. 

Ruptures of the sclera do not always 


INSTRUMENTS 39 


run such a favorable course. They us- 
ually run an unfavorable course, as 
some parts of the contents of the eye- 
ball protrudes thru the wound. The 
lens is occasionally found subluxated 
beneath the conjunctiva, in cases 
where the conjunctiva remained intact. 
Rupture of the sclera must be regarded 
as a serious injury to the eye, as the 
force strong enough to rupture the 
sclera also does some damage to the 
iris, lens, vitreous, choroid and retina. 
One must also think of the possibility 
of subsequent infection. Most cases 
of scleral rupture terminate unfavora- 
bly, and the eye has to be enucleated. 
Recovery with good vision is the ex- 
ception. In my case there were no 
complications, no protrusion of tissue, 
no involvement of the choroid and re- 
tina. 
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briefly the important scientific papers and discussions. 


NETHERLANDS OPHTHALMO- 
LOGICAL SOCIETY. 


December, 1920. 
Pror. G. F. Rocwat presiding. 


What Becomes of Patients Operated 
on for Glaucoma? 

J. H. A. T. Trestinc examined 13 
cases of glaucoma simplex, who had 
been operated in the Groningen clinic 
and whom he was able to follow for a 
long time. Scleral trephining had been 
done. Where the early judgment of the 
result had been favorable, in the long 
run this operative procedure has not 
been able to check the glaucomatous 
process. 

The advantages of the trephining are 
not denied; in a few cases, even after 
years, the result remained very favor- 
able, altho in nearly all cases a decline, 
sometimes slight, was noticed. The rise 
intension had been combated in all cases, 
with consequent lowered tension in some 
cases. The visual field was found in- 
creased often in the beginning, but most- 
ly later became smaller; the same was 


found with the visual acuity. 


Tresling concludes that the poor re- 
sults are the more numerous, the worse 
the condition before the operation, and 


the longer the time of observation after 


the operation. Where a scotoma or nar- 
rowing of the field had progressed to 
near the fixation point, blindness has 
never followed. This is of more value 
if the other eye before had become blind. 
This belongs to the active side of the 
trephining. Notwithstanding the ten- 
sion has been lowered, the condition of 
some eyes declined. This proves glau- 
coma simplex is not a simple increase in 
tension, but a pathologic condition, the 
true origin of which we do not yet know. 

The more favorable results are found 
in the younger patients, where the peri- 
pheral visual field is rather intact. It 
may, therefore, be advisable oftener to 
treat old people more conservatively. 
When pilocarpin does not lower the ten- 
sion, or where social conditions do not 
allow us to expect a regular instillation 
of myotics, we will often be obliged 
to operate. 

Nobody will deny the dangers con- 
nected with trephining; but glaucoma 
simplex is a very serious, perhaps incur- 
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able disease, against which a satisfactory 
treatment is not yet found. 

Discussion. _WAARDENBURG thought 
the conclusions of Tresling pessimistic. 
His longest postoperative experience is 
six years, and the future must show what 
the end results are. Sometimes he ob- 
served after operation diminution of the 
visual field, but mostly only peripheri- 
cally, while the Bjerrum scotomata re- 
mained the same, or decreased in size. 
Smaller ones disappeared sometimes, or 
became relative. He was amazed in 
some cases, with very small remainders 
of the field around the macula, at the 
remarkably long preservation of the cen- 
tral vision. The observation, that ex- 
tremely small fields, which include the 
macula, or a part of it, can possess good 
vision speaks in favor of Igersheimer’s 
opinion, that the papillomacular bundle 
is only a 1/10 to 1/15 of the nerve sec- 
tion, not 1/3 as Tresling and the older 
writers have mentioned. The observa- 
tions in glaucoma also indicate that this 
bundle cannot reach the temporal border 
of the disc; but must be surrounded by 
fibers which end more peripherally 
in the retina. The average of tension 
diminution in his cases is greater than in 
Tresling’s cases. For years he found 
in his operated cases only small change 
in visual field and vision. 

Ophthalmologists must discover glau- 
coma as early as_ possible. The 
typical symptoms as_ described in 
the books are not always found in 
the beginning. Important are com- 
plaints of headache, weakening of the 
accommodation, rise of tension. A 
circumpapillary halo and misty vision 
may mean something. One has to be 
careful in the valuation of the phe- 
nomena ; but the prescribing of pilocarpin 
too often will do less harm than too 
seldom; rise in tension plays a larger 
part in the complaints than is recog- 
nized. 

ZEEMAN liked the detailed description 
of a few cases, which is often of more 
value than a large series of numbers. It 
is also his experience that there are cases 
which go slowly downhill as to vision 
altho the tension is absolutely normal. 
Aganist these, there are cases where the 
operation has a splendid result. This 
different behavior must be explained by 


the differences which exist in different 
glaucomas. The familiar glaucoma sim. 
plex will run differently from a glay- 
coma which sometimes originates after 
a cured choroiditis, or from the pecu- 
liar glaucoma simplex of very old peo- 
ple, which suggests atrophy with excaya- 
tion. It must be our task to make a 
more definite prognosis according to the 
origin. 

VAN DER HoEveE likes this investiga- 
tion, because it brings him information 
about some of his operations. It is very 
agreeable that the results are in general 
above expectation. In two patients, each 
with a blind eye, the other eye had nor- 
mal visual acuity, but with a Bjerrum 
scotoma very near and progressing to- 
ward the fixation point. Both preserved 
for years after the operation, normal 
acuity and good visual field, altho in 
both instances the disc of the good eye 
appeared totally atrophic, with an ex- 
cavation of 7 to 9 D., so that ophthal- 
moscopically hardly a difference could be 
noticed between the blind and the seeing 
eye. The operation here certainly 
stopped the process. The progression 
after a successful operation must be due 
to progress of the atrophy, which is not 
stopped. 

He favors examination of members 
of the family, if it does not lead to too 
quick operation. It seems to him best 
to determine, if possible in the hospital, 
with how little pilocarpin the tension can 
be kept low. If a few instillations daily 
are insufficient, he advises operation. 
Patients who can be controlled regular- 
ly can be kept under pilocarpin, and 
should be advised operation only when 
acuity or visual field begin to decline. 

WEVE does not subscribe to the opin- 
ion, that trephining is never dangerous. 
Besides late infection, old arteriosclerotic 
people with high blood pressure are espe- 
cially endangered. A short time ago he 
saw a case, where two hours after Elliot 
trephining intraocular hemorrhages ap- 
peared, which necessitated enucleation 
and other measures, because of bleed- 
ing from the orbit after the enucleation. 
Prof. Koster has seen such a case after 
iridectomy. In general his experience 
tallies with Tresling’s, and he would not 
like to give up the operation, notwith- 
standing the often insufficient results, 
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for the unmistakable successes in other 
cases. In judging the condition of the 
operated we must consider, that glauco- 
matous patients often show a distinct 
day-curve of pressure. Weve has 3 pa- 
tients with chronic glaucoma, who show 
distinctly a temporary serious decrease 
of vision after instillation of miotics. 
In very soft eyes, to which Tresling 
called attention, he found fistulization 
thru the conjunctiva, only visible in 
edematous swollen conjunctiva. These 
fistulae may be the point of entrance of 
late infection, which Weve, happily, did 
not encounter during the last 5 years. 

RocHaT has the impression that all 
glaucoma patients do badly if followed 
long enough. Tresling’s investigation of 
the Groningen patients has strengthened 
his opinion. 

TresLinG had formerly a more favor- 
able impression of the course of glau- 
coma simplex. He recognized that the 
progress in the long run is less favor- 
able. He wants to use trephining only in 
the beginning, or when other means fail 
to keep the tension low. He agrees as 
to its dangers. 


Affection of Optic Nerve in Encephali- 
tis Lethargica. 

P. J. WAARDENBURG mentioned the im- 
portance of ocular symptoms in this dis- 
ease. He described a case of double ring 
scotoma due to retrobulbar neuritis, no 
inflammatory symptoms being detected 
at the disc. Paleness of the disc and the 
lowered visual acuity are in favor of 
this. Bartels has described a paracentral 
scotoma with diminution of V., where he 
noticed a temporary narrowing for 
green, and a few times paleness of the 
temporal side of the disc. (See A.J.O. 
v. 4, p. 580.) 

Discussion. HALBERTSMA asked why 
affection of the supranuclear paths is ac- 
cepted for lateral gaze paralysis, and not 
for vertical gaze paralysis, while many 
accept gaze paralysis with affection of 
the abducens nucleus. If this is with 
true ptosis, even with a narrow pupil, 
affection of the sympathetic can be ex- 
cluded with certainty. 

WAARDENBURG answered that no indi- 
cations of a sympathetic paralysis were 
present. 


Sensibility and Drying of the Cornea. 
E. Marx describes chiefly physiologic 
investigations on himself. He feels even 
the weakest touch with the softest ob- 
ject; the sensation possesses always a 
disagreeable character which should be 
classed under the pain sensations. With 
von Frey, he considers that the cornea 
does not possess an ordinary sense of 
touch, but an extraordinarily developed 
pain sense. This pain sense is differently 
developed in different people. 

Marx never observed warmth by the 
cornea; the touch of a cold object he 
sometimes recognized as such. He felt 
a peculiar cold sensation thru moving 
air on the cocainized cornea. Because 
this temperature sense is so little de- 
veloped, it is normally overruled by the 
much stronger and finer pain sense, but if 
this is extinguished, then the much weak- 
er cold impression can be recognized. 
The localizing powers of the cornea are 
not much developed. This agrees with a 
formerly expressed opinion that the 
sensations from the ocular mucous mem- 
branes do not influence the sengation of 
the position of the eye. 

Marx pressed the cornea at 33 differ- 
ent spots, using a hair with 10 mg. pres- 
sure. This force was observed 13 times; 
a hair with 25 mg. pressure 29 times; 
and one of 125 mg. pressure on all 
touched points. Marx examined with 
a 75 mg. pressure hair the corneas of 
50 normal people, emmetropic or nearly 
so. The hair must have a curvature or 
be perpendicular to the handle, so that 
one can see what one does. The hair 
must be put with care on the cornea, so 
that it makes a small pit in it. These 
pits remain a few seconds, so that the 
series can be followed. Often a con- 
tact is not perceived, altho the reflex thru 
this contact, that is winking, follows, 
The relation of this unconscious reflex 
motion to the excitation has still to be 
investigated. 

Not all contacts are equally felt, altho 
all the same; one touch was felt stronger 
than another, and this different sensi- 
bility is distributed accidentally over the 
cornea, perhaps one touches at a time a 
nerve, at another beside one. The per- 
ception of the touch continues during 
the examination. After having touched 
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in a certain tempo, the examinee still re- 
ports feeling something, with the same 
intermissions. Mock motions must be 
interspersed, because the patient sees the 
hand, and not more than 4 times in suc- 
cession must he be touched. Marx found 
that the sensibility increases from the 
periphery toward the center, altho not 
regularly. Peripherally the sensibility 
increases more rapidly than centrally, 
while the center represents the most 
sensitive part. This central part has a 
diameter of about 5mm. The right and 
the left eyes perceive about alike. The 
individual sensibility in normal eyes is 
very different. No great differences can 
be detected between the nasal and tem- 
poral sides. The perceptions in the hori- 
zontal line are slightly more than in the 
vertical. Eyes with a less developed 
pain sense have the noticed perceptions 
usually concentrated in the center. 
The desiccation of the cornea cannot 
be investigated so easily. Marx ob- 
served it accidentally years ago in a pa- 
tient with a foreign body under the 
upper lid. Some seconds after the eye 
was opened, quite a number of small 
pits appeared in the cornea. This was 
also found in scrofulous changes, dur- 
ing the healing of erosions, sometimes in 
the surroundings of the ulcer, with 
chronic iridocyclitis and some other con- 
ditions. But he found it also in normal 
eyes, and remarks on it in the literature. 
Long known in animals, it has played 
quite a role in the pathology of corneal 
changes after resection of the trigeminus. 
For observation of this desiccation, the 
‘patient must keep the eye well open and 
as quiet as possible. One sees an irides- 
cent layer, if a not too fatty secretion 
from the Meibomian glands is present. 
Then appear smaller or larger pits, 
which lie deeper than the surrounding 
cornea, which appear dry and without 
luster. All the water is evaporated in 
these pits. The pits have different 
forms, round, oval, bifurcated, as a line, 
single or in a great number, either on the 
margin or in the center, without regu- 
larity. Marx has the impression, that 
they appear more and quicker temporal- 
ly than nasally. Fuchs found his, en- 
tirely different pits, twice as often at the 
temporal as at the nasal side. It sug- 


gests unexplained nervous influences 
Also one is reminded, that phlyctenules 
appear so much oftener at the temporal 
side than at the nasal one. The pits 
appear in the normal cornea in time be- 
tween 10 seconds and 6 to 7 minutes, 

A quick desiccation and low sensibility 
of the cornea go often together. But 
also with an increased sensibility pitting 
is found. A normal sensibility is rare. 
We must suppose with subsensibility, 
that the sensitive nerve fibers are im- 
paired in their action, while with hyper- 
sensibility these are excited by the in- 
flammatory changes in the cornea. Be- 
sides these changes in the sensibility, 
there exist trophic disturbances, which 
express themselves in the quick appear- 
ance of pits, which cannot well be 
ascribed to the same nerves. 

Discussion. ZEEMAN had _ observed 
such pits after trephining. 

NICOLAI mentioned that the removal 
of a foreign body from the corneal 
margin is much more painful than from 
other parts of the cornea, which is ap- 
parently in contradiction with Marx’ ob- 
servations. Does cocain penetrate less 
well at the periphery? According to 
Marx, it proves that these parts are 
made less readily painless, and does not 
speak against his results. 

Damage of the Eye Thru Lightning. 

P. J. WAARDENBURG was consulted by 
a lady, 23 years old, who had been un- 
conscious the previous evening after 
lightning had struck the chimney in her 
room. She regained consciousness some 
20 minutes later and complained of pain 
and redness of L., which had V. = 5/24, 
no improvement with lenses; R. = 5/5. 
Left pupil 2.5 mm.; right 3 mm. The 
left iris was hyperemic with pericorneal 
injection and slight pericorneal chemosis. 
In the deeper layers of the cornea were 
opaque vertical lines. On the following 
day, there were irregular opacities in the 
superficial corneal layers, especially in 
the upper nasal quadrant. V. L. = 4/060. 


During the following week the entire 


surface of the cornea became opaque; 
line and island like confluent opacities 
in the deeper and middle layers, and 
many point and spot like small subepi- 
thelial opacities. The pupil dilated only 
to 5 mm. under atropin and eccentrically 
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at the nasal side. To the nasal side of 
the center of the anterior lens capsule 
was a point like opacity. In the tem- 
poral side at the periphery appeared an 
extensive pigment atrophy, so that the 
sclera was visible. Rather sharp pig- 
mented lines bordered the atrophic spot 
upward and downward. 

Some 6 weeks after the beginning the 
V. was 5/12 to 5/8. The eye is quiet, 
anterior chamber and cornea clear. The 
lens shows opacities. The corneal micro- 
scope and slit lamp show white sub- 
capsular opacities, of fantastic shapes, 
chiefly opposite the pupillary margin; at 
the posterior pole a more star like and 
diffusely extended opacity, and some 
peripheral opacities. (These lens opaci- 
ties arose, therefore, 4 to 8 weeks after 
the accident.) The existing anisocoria 
increases in the dark. The pupillary re- 
actions are normal. ‘The right iris is 
blue-gray, with olive-brown pigment at 
the small circle; the left blue-gray with 
more flimsy stroma and without stroma 
pigment. 

After 3 months, the right pupil dilated 
excentrically downward, 15 minutes 
after cocain instillation; while the left 
iris remained the same. The left iris 
appeared darker than the right, especially 
in the periphery, because the posterior 
layer appeared thru the fine texture. 
Homatropin dilated the right pupil fully, 
the left one to 5 mm., oval and excen- 
trically toward the nasal side. V. after 
correction, 5/10. At the left side, there- 
fore, a sympathetic paralysis existed, 
with heterochromia thru pigment aplasia 
of the left iris stroma. Waardenburg 
considers this to have been present be- 
fore the accident. The tendency of both 
pupils to dilate excentrically speaks 
against a local recent cause. The iris 
epithelium was uninjured, not diaphan- 
ous. The lightning must account for 
temporary clouding of the aqueous and 
cornea, cyclitic irritation, progressive 
lens opacification and inflammation of 
retina and choroid. The patient had no 
visual field changes on the Bjerrum 
screen. The patient never had noticed 
before any color difference of her eyes. 

Discussion. Roewors asked if the iris 
atrophy was a diffuse or circumscribed 
process. He has observed a case of 


electric ophthalmia (thru shortcircuit), 
after which a very marked atrophy of 
the stroma iridis appeared in circum- 
scribed spots. 


Barraquer Operation. 

E. Marx gave a_ kinematographic 
demonstration of a film from Barraquer, 
which showed his operation of phac- 
oerisis. 

Hemianopic Central Scotoma. 

H. J. M. Weve read a paper, not yet 
published. 

Discussion. VERWEY stated that in 
such cases the examination of the visual 
field is not simple. When Weve speaks 
of changes of 10 minutes, he refers to 
Hess’ article, who demonstrated that the 
shadow of a blood vessel can extend 30 
minutes and that we cannot well speak 
of a point like image on the retina. 
Verwey finds that the involuntary fixa- 
tion movements extend about 15 minutes 
under the most favorable circumstances, 
and ought to be estimated at 30 minutes 
with the usual perimetry. Then, in ex- 
amining the visual field a double atten- 
tion is wanted. How difficult this is, 
everybody can find in measuring his 
visual acuity 5 degrees outside his fixa- 
tion. Theoretically the double attention 
is a contradiction. By fixing the atten- 
tion at one point, the other becomes 
neutralized, and the degree of this neu- 
tralization can never be measured. He 
mentioned a simple experiment: Using - 
one eye, he fixed carefully the vertical 
dividing line between a strongly illumi- 
nated white and a black field; so that 
after a while, a sharply circumscribed 
scotoma appeared, the dividing line of 
which went thru the macula, and the 
cause of which must be situated in the 
pheripheral retinal elements. With this 
temporary scotoma taking his visual field, 
it appeared without any doubt that the 
fixation point, and a degree around 
were free. This probably must be ex- 
plained by the impossibility of using 
the macula as a fixation point, when it 
is divided by a scotoma. 

It needs little argument, to prove that 
the socalled “saving of the macula” must 
be used with the greatest care, as dem- 
onstrated for the double sided central 
projection of the macular fibers. If we 
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add the suggestion, which is inherent to 
the tone of the question and the differ- 
ence which must be found in the form of 
the field, if one goes from the blind to 
the seeing, or from the seeing to the 
blind parts, then it is not saying too 
much to state, that the results of the 
perimetric examination are often over- 
estimated and misused. 

Marx said, that Weve probably meant 
a sparing of 30 minutes and not seconds 
(W. affirms this). This can very well be 
demonstrated in the macula, because 
vessels are absent there, and especially 
this is easy, when a ring like fixation is 
used. 

WevE knows well the objections of 
Hess against the point perimetry. They 
are of no value for his visual fields; 
these are taken with an object of 1 cm. 
at 2 m. distance. Our campimeter find- 
ings don’t register absolute values, and 
woe to our science if we could not com- 
pare mutually these relative values. 


Conservative Treatment of Dacryocys- 
titis. 

H. C. Hottuuts lays particular stress 
on the bacteriologic examination of the 
secretion of the diseased lacrimal sac. 
He found diplococci, pneumococci, 
staphylococci, streptococci and diploba- 
cilli with capsule. In 4 cases he did not 
find bacteria. They appear single or 
combined. With diplococci infection, 
sulphat or salicylat of zinc are recom- 
mended. The lacrimal sac is syringed 
with 1, 2, or 4%. With a simul- 
taneous conjunctivitis, the entire con- 
junctival sac is treated with a 2% solu- 
tion. A corneal ulcer gets a 10% solu- 
tion. The patient receives for home 
use a 0.5% solution. In pneumococcic 
infection optochin is used, and in staphy- 
lococcic and streptococci infection silver 
nitrat in 0.2 and 0.5% solution is used. 
It is desirable not to begin with probing. 
Patients are treated once a week. Case 
histories were given. 

Discussion. VAN DER HOoEVE is op- 
posed to the name dacryocystitis con- 
genita, as the dacryocystitis is secondary 
to the occlusion of the nasal end of the 
duct. The dacryocystitis must, as much 
as possible, be prevented thru regular 
expression of the sac, or if this does not 
produce the result, by a single sounding. 


If the stenosis is not relieved, a tena- 
cious, nearly incurable, disagreeable 
dacryocystitis results. 

Dusors observed that the congenital 
dacryocystitis nearly always heals by it- 
self, even if one does nothing, and that 
probing is not necessary, if one can wait. 

WAARDENBURG does not understand, 
why a single probing should be opposed: 
it is always sufficient and can be mostly 
done without narcosis. 

VAN DER HoeEVE answers Dubois that 
unfavorable experiences demonstrate 
more. He has seen some cases of very 
tenacious dacryocystitis after congenital 
stenosis. One must be careful with prob- 
ing in these young children; it must be 
done only when expression does not help, 


Congenital Disturbances of Motility. 

P. J. WAARDENBURG wished to com- 
municate some experiences from his 
practice. 1. Case of a family with here- 
ditary disturbance of the left eye. Ina 
family with 11 children, the oldest of 
which had died, the father, the second, 
fifth and seventh child had the same dis- 
turbance. With orthophoria and bin- 
ocular single vision, an abducens paraly- 
sis and a medial rectus paresis are pres- 
ent. The motion inward is limited, the 
eye turns in and upward, the upper lid 
sinks in, the palpebral fissure becomes 
narrower and enophthalmus results. The 
17 years old son could move his left eye 
somewhat better inward than his father 
or his 21 years old sister. The refrac- 
tion of all was emmetropic or slightly 
hyperopic. The corneal refractions dif- 
fered a couple of diopters in the different 
persons. 

Since Duane published 52 similar cases 
from the literature (1905), Rost de- 
scribed 6 new cases and Hoefnagel 11, 2 
of which were his own observations. 
Only in the case of Heuck, retraction of 
the bulb happened with every bulbar mo- 
tion, because all muscles were attached 
posteriorly to the eyeball. Mostly dif- 
ference in height and often amblyopia is 
present. The left is about 3 times as 
often affected as the right eye, and both 
eyes in not over 10% of the cases. The 
bulbar retraction is ascribed to a retrac- 
tor bulbi, which Axenfeld assumes when 
retraction is absent with passive adduc- 
tion and present with active; or to too 
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much posterior insertion of the rectus, 
where a temporal fixation by an elastic 
band, in the place of the external rectus, 
can act as a support. A series of cases 
were reported. 

The most remarkable case could be 
called a see-saw motion of the eyes in 
vertical direction. When the one eye 
looked downward, the other moved up- 
ward and reversely. The lateral fixations 
were undisturbed. Waardenburg ac- 
cepts a central cause. It may be, that 
the nuclei of the superior and inferior 
recti of one eye have changed place, and 
so are faulty connected with the supra- 
nuclear vertical fixation path, or that the 
cause is a wrong fiber distribution of 
this path, with rightly situated nuclei. 
The first is the most probable. The im- 
ages of the left eye have been suppressed, 
so that this eye is amblyopic. 

The diagnosis method of Hess can be 
considered a gain thru the quick way of 
examination. It disappoints now and 
then; it is very difficult to find red-green 
glasses which are able in their size and 
form to overlook entirely for each eye 
its fixation fields, without disturbing 
reflection and without troubling the other 
eye, and without their becoming dim in 
the cold. Still more difficult is the 
choice of the colors of the glasses, of the 
spots, and the moving object, that they 
are not glossy and are complementary, 
so that they are seen clearly thru the one 
glass and totally neutralized by the other. 
It happens often thru the different illu- 
mination, that the green glass shows the 
red spots as dull-gray, or the indicator in 
a dull-gray tint thru the red glass. W. 
finds that Hess took the distance of the 
spots too short. They are separated 
mutually and from the center 15°. The 
entire ocular motion takes place between 
30°. The distance is 0.5m. Many 
pareses will not be recognized on ac- 
count of the short distance of the spots. 
He found often that the paresis only 
was detected when the eye turns about 
40° and in some directions more. It is 
therefore advisable to place the patient 
at a distance of 1.5 to 2m., and to let the 
green point move between 2 red points. 
It remains then thru the red glass black 
on black and does not betray itself mon- 
ocularly. The principle of the method 
does not suffer thru this change. 


Discussion. Weve asked if, in the 
case where the one eye turned upward 
when the other went downward, the ex- 
citability of the labyrinth has been in- 
vestigated. Such a position is seen in 
rabbits after monolateral labyrinth ex- 
tirpation, and was seen by Bartels with 
a one sided otitis media. WAARDENBURG 
stated that this examination did not take 
place as patient went away on the same 
day. 

De KLeyn observed that the ocular 
deviations seen after monolateral la- 
byrinth extirpation in rabbits, and ob- 
served in some human cases (eye at the 
side of the affected labyrinth downward, 
the other eye upward) are of tonic 
quality, and should not be compared with 
the spontaneous ocular motion to which 
Waardenburg has referred. 

After Images. WeEVE gave an ad- 
dress about after images, not yet pub- 
lished. 


ROYAL SOCIETY OF MEDICINE, 
LONDON. 


Section of Ophthalmalogy. 
October 13th. 


Mr. A. L. Wuirteneap, (of Leeds). 
President. 
Degeneration of Iris. 

Dr. RAYNER BaTTEN showed a man 
with calcareous degeneration and a de- 
posit on the iris. When two years of 
age the right eye was injured, and the 
lens appeared to have been absorbed. 
Cyst of Retina. 

Dr. J. A. VALENTINE showed a case 
of cyst of the retina, the patient being a 
woman, 26 years of age. She had never 
been out of Portsmouth. Eighteen 
months ago, she noticed a line moving in 
front of the right eye. She was found 
to have 2 D. myopic astigmatism, and 
the axis was down and out 15°. At first 
he thought of the possibility of it being 
cysticercus, but no confirmation of that 
view could be obtained. 

Discussion. Mr. TrEacHER COLLINS 
agreed with the diagnosis, and com- 
mented on the rarity with which such 
a case was seen ophthalmoscopically, tho 
the discovery was common in pathologic 
specimens. One such case he saw, and 
it was regarded as gliomatous and the 
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eye excised, the actual condition being 
revealed afterwards. 

Dr. VALENTINE, in reply, said one 
member expressed to him the view that 
it might be tuberculous disease of the 
choroid, and that it was supported by 
there being a similar shaped white area 
two discs distance lower down. 


Angioid Streaks in Retina. 

Mr. WILLIAMSON-NOBLE showed a pa- 
tient with angioid streaks in the retina. 
The only positive result in the investi- 
gation of the case was that the patient’s 
complement fixation reaction to tubercle 
was positive. 


A Retinoscope. 

Mr. WILLIAMSON-NoBLE also exhib- 
ited and demonstrated a plane glass re- 
tinoscope, for use without a mydriatic. 
It consisted of two tubes, placed at an 
angle of 30°; and where these joined a 
piece of glass was placed, mounted on 
screws to allow of adjustment. At the far 
end of the tube was a 30-candle power 
light. Projecting from the casing was a 
tube containing a 20 D. convex lens. A 
stop was placed between the lamp and the 
lens, and another stop beyond the lens. 
The glass was so arranged that a beam 
of light was projected down the center of 
the tube, at one end of which the pa- 
tient was seated. Refractions could be 
easily determined by it, especially low 
degrees of astigmatism. 

Discussion. THE PRESIDENT con- 
sidered the instrument a very ingenious 
one, and there were great possibilities be- 
fore it, particularly when further im- 
provements suggested had been incor- 
porated. 

The President’s Address. 

Mr. Wuiteneap then delivered his 
Presidential Address. After expressing 
his warm appreciation of the high honor 
accorded to him, he referred to the 
recognition of the specialty by his 
Majesty in conferring knighthoods on 
Sir John Parsons and Sir Richard 
Cruise. He had a sympathetic word for 
the loss by death of Edward Stack, of 
Bristol, and Charles Wray, of Croydon. 
Ocular Tuberculosis. 

He devoted his address to a considera- 
tion of the subject of ocular tuberculosis. 
Tuberculosis was more frequent in Leeds 


and less frequent in the West Riding of 
Yorkshire than in England and Wales 
as a whole. England and Wales, as a 
whole, had a tuberculosis case rate of 
2.07, the lowest since 1914; that for the 
West Riding was 1.61. The case rate 
for Leeds was 2.61. Tubercular lesions 
of the eye were very rare in pulmonary 
tuberculosis, but if cases of ocular ty- 
berculosis were followed up, it was often 
found that other manifestations were 
present. In 1921, Igersheimer and Prinz 
published a paper giving the results of 
following up 92 scrofulous eye cases for 
10 to 30 years. In 13.9% there were 
changes in the lungs, and 13% had 
symptoms of active tuberculosis. 


Mr. Whitehead considered there was 
an important difference between the 
severe spreading invasion of the 
leading to more or less complete destruc- 
tion of the eyeball, and the more chronic 
and benign forms of tuberculosis infil- 
tration. In the former typical giant 
cells and tubercle bacilli were frequent- 
ly found, but in the latter there was 
usually failure to demonstrate them. In 
these it was believed the infection was 
due to a tuberculotoxin acting on a spe- 
cially prepared area. Miliary tubercles 
of the choroid were frequently present 
in acute tuberculosis of infants. In most 
of the fatal cases of tubercular menin- 
gitis he had examined, he had found 
miliary tubercles. These tubercles oc- 
curred in the same class of individuals 
as those having the less severe forms of 
tuberculous infection of the eye. They 
were a third to half the size of the optic 
disc, greyish-yellow, with a soft indefi- 
nite margin; later the circular clean cut 
edges of the atrophic patch were very 
characteristic. Usually they were not 
recognized until a later age, when vision 
is interfered with. 

He had not seen primary tubercle of 
the retina, but he had one case of what 
he regarded as a nodule in the papilla, 
of tuberculous nature. Degenerative 
changes in vessels followed by hemor- 
rhages, sometimes into the vitreous, had 
been described, and he had experience 
of two cases in which vitreous hemor- 
rhages preceded other evidences of gen- 
eral tubercular infection, and in those 
patients pulmonary tuberculosis occurred 
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12 to 18 months after the appearance of 
the hemorrhages. Possibly some of the 
unexplained cases of recurrent vitreous 
hemorrhages might be due to toxin in- 
fection from a tuberculous focus else- 
where in the body. Schieck especially 
had reported favorably on the use of 
tuberculin in recurrent retinal hemor- 
rhages. 

Dealing with tubercular iritis, he said 
that in many of the milder cases of this 
condition the nodules were small, they 
disappeared early, and left but little 

rmanent change in the iris structure. 
The subjects were usually young and ap- 
parently robust females, with no other 
evidence of tuberculosis, but with a 
family history of susceptibility to the in- 
fection. In these cases tuberculin treat- 
ment, in proper dosage, had been fre- 
quently of value. Hessberg considered 
that more than half of all cases of iritis 
were attributable to tuberculosis. Phthisis 
and joint tuberculosis seldom coexisted, 
but frequently the lymphatic glands of 
mesentery and mediastinum were af- 
fected. In the view of most ophthal- 
mologists, the percentage given by Hess- 
berg was much too high. 

Involvement of the lacrimal sac by the 
disease did not seem to be common, but 
he had seen it secondary to polypus of 
the nose and as an extension of tubercle 
of the ethmoid. An epiphora might de- 


velop secondary to nasal tuberculosis; in. 


one such case it followed tuberculous 
ulceration of the inferior turbinate. This 
patient, a girl of 12, also had tuberculous 
ulceration of the vulva, which was cured 
by local and general treatment. A year 
later her toe was amputated for tubercu- 
lar dactylitis, and then the nose and 
lacrimal sac were affected, and later still 
the pharynx and larynx. During the 
five years these successive lesions had 
been developing, the child had maintained 
a very healthy look. 

In tubercular conjunctivitis, the large 
subepithelial nodules leading to ulcera- 
tion and large granulations were rare. 
With regard to the possible tubercular 
origin of the common phlyctenular con- 
junctivitis of children, Veeder and 
Hempelmann reported, in 1920, 196 
cases of phlyctenular disease, and 93 of 
them gave a positive von Pirquet reac- 


tion. In half the cases, tuberculous le- 
sions were found in other organs, and 
of those kept under observation for a 
year or more, four-fifths gave evidence 
of other tuberculous processes. The 
President had noticed a type of phlyc- 
tenular conjunctivitis which he had come 
to regard as definitely tubercular. Oc- 
curring mostly in young adults, it was a 
very chronic type, and resistant to ordi- 
nary treatment. The phlyctenules were 
small and closely set, near the corneo- 
scleral junction, and there was fre- 
quently infiltration of the cornea, with 
invading vessels. Ulceration was very 
rare. Iritis was sometimes present also. 
In all the cases there were evidences of a 
tubercular process elsewhere, or there 
was a family history of susceptibility to 
the disease. Examination of the tissue 
and inoculation gave negative results. 
Immediate and striking benefit followed 
the use of tuberculin in these cases. 
Tuberculin B. E. was used, and the 
initial dose was 1/5,000 mg. to 1/10,000 
mg. according to age. Four hourly 
temperature records were taken for 24 
hours with the patient in bed. Failing 
a general reaction or temperature, an in- 
creased dose was given three days later. 
When the reaction was obtained the dose 
was repeated, and if there was again a 
reaction, the dose short of this was given, 
and repeated at weekly or fortnightly 
intervals, according to the case. He had 
not had any experience of direct local 
applications of various dilutions of 
Tuberculin P. T. O. (bovine). Con- 
stitutional treatment was of great im- 
portance, as also was the searching for 
and freating any local focus of the dis- 
ease. 

With regard to the possibility of the 
mediastinal glands being the primary 
focus in cases of toxin infection of the 
eye, Professor Stewart had supplied him 
with some important observations. In 
100 cases of death from rapidly fatal 
war injuries on men of good physique, 
there was evidence of tubercular disease 
in 42%, in 11% scarring at the apices 
of the lungs, and in 1% extensive old 
pleuritic adhesions. In 32 of the 100, 
there were signs of grandular infection, 
hence it seemed the primary focus in 
these cases of tuberculotoxin might be 
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the bronchial and other glands. Excision 
of the affected conjunctiva in some cases 
was tried, but without specially satisfac- 
tory results. The best results seemed to 
follow if a strip of conjunctiva 2 or 3 
mm. in width was excised all around the 
corneoscleral junction, and the larger 
superficial vessels involving the cornea 
carefully scarified by the point of a 
Graefe knife. The value of peritomy 
had been emphasized by several oph- 
thalmic surgeons, and he believed it to 
be one of the most valuable aids extant. 

Tubercular keratitis, following infec- 
tion after injury, he regarded as rare, as 
also was secondary infection from the 
conjunctiva, the ciliary body or the iris. 
In his experience, peritomy was of the 
greatest value in the treatment of the 
pannus of tubercular keratitis, tho it was 
valueless in congenital syphilitic kerati- 
tis; but the possibility of a mixed infec- 
tion must always be remembered. 


School Vision. 
Mr. N. Bishop HARMAN read a paper 


entitled “Standards of Vision for 
Scholars and Teachers in Council 
Schools.” He said the teacher’s life was, 


in his view, a hard one; and short hours 
and good holidays did not insure against 
risk of strain to normal eyes. This risk 
was increased in cases having an ocular 
defect. The teacher’s work, of course, 
was not limited to the energy expended 


TABLE OF 


in the class room, as there was much 
preparation to be carried out. In schools 
worthy the name, there was also a large 
social element, the organization of which 
fell to the teachers in State schools, for 
here there were no officials such ag 
prefects. 


The State had provided an “educa. 
tional ladder,” rungs of which were 
scholarships, college, university training, 
It was a necessary corollary of this provi- 
sion that the recipient of these advan. 
tages should have the physique to enable 
him or her to benefit by them. The ab- 
sence of such physique meant wastage, 
and the physical failures probably kept 
out better candidates. There were tests 
of vision in existence, but there was a 
real need for these tests to be standard- 
ized. Otherwise a teacher trained in one 
area might be refused in another, an 
undesirable anomaly. Trained teachers 
should be freely interchangeable, as they 
would with a uniform standard, and 
this free movement engendered breadth 
of view and added experience. 


Junior scholarships were awarded at 
the age of 11 years, and provided for 
five years at a secondary school. Senior 
scholarships were awarded at 16°years 
of age, and gave four years at a Univer- 
sity. The training college was entered 
at the age of 16, and teachers were ad- 
mitted to their work at 21. 


STANDARDS 


(a) HYPERMETROPIA 


Candidates Age | Sphere Cylinder| 


Spherocylinder 


All | 11-21| 5D. | 


4D. | Average of four meridians = 5; As. not over 3 D., e. g, 
| + 3.5 D. sph. c. + 3 D. cyl. 


(b) MYOPIA, WITH MIXED ASTIGMATISM 


Age | Sph.} Cyl Sph.cyl 
Teacherships .... 21 | 5 D.| 4 D.|As in hypermetropia 
Average of four meridians = 4. As. not over 3 D, 
Senior scholars | 146 eg, — 3D. sph. c. —2 D. cyl. 
Junior scholars | 1./3D. | 3 D. | Average = 3 D., As. 2 D., e. g. — 2 D. sph. c. —2 D. 
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Recently the author had adduced evi- 
dence of the disability due to defective 
yision in myopes. It was found in that 
investigation that myopes of 3 D. to 5 
D., who were engaged in continuous 
close work, showed failure in work to 
the extent of 33%; those from 5 D. to 
10 D. to the extent of 60%, and those 
over 10 D. to 77%. The whole of these 
myopes showed a failure of 53%; where- 
as myopes of the same order, who did 
not engage in continuous close work, 
failed only to the extent of 94%. On 
this basis, the author had worked out a 
table of standards, which he now sub- 
mitted to the Section for consideration 
and discussion. Starting with the allow- 
able margin of error in teachers at the 
age of 21, the difference was estimated 
for the children at the age of 11. 

Mr. Harman had given consideration 
to a number of possible defects due to 
odd eyes, old inflammations resulting in 
scarred eyes, etc., also amblyopia from 
squint and defects of color vision. 

Difficulty might sometimes arise in 
the disbarring of young myopes who 
were alleged by their teachers to be 
“brilliant,” but these reports should not 
be considered too seriously. Myopes de- 
voted an undue amount of time to close 
work, because the defect of sight pre- 
sented a handicap in games; yet the all 
around candidate with better sight might 
be the better in the long run. The 2 
D. difference between teacher and junior 
scholar in the allowable degree of myopia 
was none too much for ten years of hard 
study between the 11th and 21st years, 
which were also the most critical years 
of development. In such cases it was 
better, in the interests of both the candi- 
dates and the teaching service, to divert 
their energies to safer channels at an 


early age. There were now trade 
scholarships, entailing but little strain on 
the eyes. 

Discussion.—- Mr. ERNest CLARKE 


agreed that lamentable mistakes had 
arisen thru various county authorities 
having different standards of vision and 
fitness for their candidates. It would 
be a difficult matter to devise a standard 


_of universal application; one child with 


more than 3 D. of myopia might be puny 
and narrow chested, with no liking for 
games, while another, with a like degree, 
might be robust and one who indulged in 
out of door games. Much must hinge on 
the previous personal history, and there 
should be records kept of each child, so 
that the examiner would know whether 
the myopia was progressive. It would 
be extraordinarily difficult to set a stand- 
ard for hypermetropia; in those cases it 
was the small errors of astigmatism 
which would count, because those with 
the big errors would take care of them- 
selves. Some people seemed to be born 
teachers, and it seemed a pity to exclude 
them from that profession. Much must 
depend upon supply and demand; if 
many candidates were available, the 
standard could be kept high, but if the 
converse were the case, it would have to 
be lowered. 

Mr. Incris Pottock spoke of the 
methods in use at Glasgow. If a child 
was found to have increasing myopia, it 
was open for the examiner to admit him, 
but with the proviso that he could not 
participate in the superannuation scheme. 

Mr. T. Harrison Butter pleaded for 
discretion to be vested in the examiner. 
To express an opinion on a case of 
myopia in this connection, one should see 
the child for two years. Myopic children 
had a natural tendency towards learning, 
and he contended that progressive my-_ 
opia had no connection with following 
near work. It would be undesirable to 
allow an unproved theory to influence 
legislation. 

Dr. F. C. SuHruspsatt spoke from the 
standpoint of the school medical officer. 
He welcomed such a contribution as Mr. 
Harman’s if it led to a general consen- 
sus of opinion, as sometimes the opinion 
given by the school medical officer was 
overriden by a letter from a specialist. 
Candidates should be told of their un- 
suitability before commencing the study, 
not after studying four years. 

In the end, the subject was referred to 
the Council of British Ophthalmologists, 
with a request that they would try to de- 
vise a uniform standard. 
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THE HOUSTON OPHTHALMO- 
LOGICAL AND OTO-LARYN- 
GOLOGICAL SOCIETY. 


October. 
Dr. Henry C. Hapen presiding. 


Dr. C. P. Harris read a paper on 
Roentgentological Considerations for 
the eye, ear, nose and throat surgeons. 


Corneal Sequels of Trachoma. 

Dr. E. L. Goar presented a man 25 
years of age. The history is that of a 
chronic inflammatory condition of the 
eyes of several years duration. The lids 
were typical of a chronic, severe type of 
trachoma, with much scarring and dis- 
tortion. Each cornea was thin and ec- 
tatic on the upper half, protruding for- 
ward to such an.extent that the upper 
third was even with the apex. The tem- 
poral side bulged slightly more than the 
nasal. Each cornea was _ vascularized 
from every portion of the limbus, the 
attentuated vessels meeting in the center 
of the cornea. Vision fingers at 15 feet 
both eyes. Treatment has consisted in 
resection of both upper tarsi and instil- 
lation of powdered dionin for the past 
several months. Because of the irregu- 
lar astigmatism and the marked vascular- 
ization of the cornea, no lens improves 
the vision. Dr. Goar remarked in dis- 
cussing the case, that if it were possible 
to use a contact glass constantly in this 
case, the vision might be somewhat 
improved. As the keratectasia has not 
advanced in the past year, no operative 
interference is indicated at present. 


Iritis and Secondary Glaucoma. 


Dr. Wm. Lapat reported a case of 
subluxated lens. J. T., age 35 years; col- 
ored, injured August 2nd, 1922, by being 
struck in right eye by a truck handle. 
Patient was seen twelve days after in- 
jury, at which time there was much cili- 
ary injection, much pain, cornea slightly 
hazy, pupil somewhat wide but irregular. 
The iris was muddy, and it appeared as 
if there was subluxation of the lens. 
Tension was 25 mm. Hg., and vision 
counting fingers at 10 feet. Gradually 
the cornea began to clear, and it was 
seen the lens had many small spots, such 
as are found after posterior synechia. 


There was a gap between the outer 
border of the lens and the iris. The lens 
appeared to be notched, and the iris was 
slightly tremulous. It was difficult to 
make out whether it was a subluxated 
lens with a slight coloboma or a cyst of 
the iris, the edge of the lens being seen 
partly in the anterior chamber. The 
whole lens was clear except for iritic 
spots. The patient complained of much 
pain, tension was up to 70. Eserin did 
not relieve ; iridectomy was done. Ten- 
sion came down to 30, and vision at pres- 
ent 20/70. 
Iridocyclitis from Diseased Tonsils. 

Dr. E. M. ARNOLD reported on F. N, 
J., age 32 years, who came June 30th, 
complaining of pain in right eye, exces- 
sive tearing and sensitiveness to light. 
This condition had existed for three 
days. Vision was not much impaired. 
A diagnosis of iritis was made—the pu- 
pil was small, reacted slowly and re- 
sponded poorly to atfopin. Under atrop- 
in, mercury and hot applications the con- 
dition did not improve. The teeth were 
in good condition and the tonsils looked 
harmless and were not large, neverthe- 
less, it was suggested that the tonsils be 
removed, and this was done on July 8th. 
Since the operation there has been no 
more pain, and the iritis cleared up 
promptly. Patient had been using atropin 
t.i.d. for several days, but the pupil was 
only partially dilated. But two days 
after the operation the pupil became 
widely dilated with no increase in the 
atropin. 

E. M. ARNOLp, 
Secretary. 


CHICAGO OPHTHALMOLOGI- 
CAL SOCIETY. 
October 16, 1922. 


Vice-President, Dr. FRANK BRAWLEY, in 
the Chair. 


Basal Cell Epithelioma of Lids. 


Dr. Lowry (for Dr. George F. 
Suker) reported the case of a man, 46 
vears old, who six months ago had an 
ulceration of the upper lid of the right 
eye, which extended from the inner can- 
thus to one-half inch beyond the outer 
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rim. Rodent ulcer of the eyelid was 
diagnosed. An exenteration of the or- 
bit was performed to extirpate malig- 
nancy. Two pedunculated flaps were 
brought down from the forehead and at- 
tached to the normal conjunctiva. Cica- 
tricial tissue had since made several outer 
canthotomies necessary. The patient had 
received some X-ray therapy since the 
operation. There was no limitation in 
the ocular movements, no diplopia or re- 
duction in visual acuity; nor was there 
an involvement of the cornea. 


Cavernous Hemangioma of Ophthal- 
mic Vein. 

Dr. CoTtLE (for Dr. George F. Suker) 
reported the case of a male baby, four 
weeks old, brought to the hospital 10 
days after birth, with a markedly prop- 
tosed right eye, which showed corneal 
abscess .with threatened perforaticn. The 
equator of the eye was beyond the lid 
margins and pushed somewhat down- 
ward. The eye could not be replaced. 
There was no palpable pulsation, and 
no audible bruit. Above the eye could 
be felt a soft, compressible mass, which 
pushed the eye downward and outward. 
Because of the absolute loss of function, 
and potential danger to the other eye, 
the eye was enucleated. 

The diagnosis was that of hemangioma, 
probably of the cavernous type. The 
tumor was still present, but had not in- 
creased in size since the time of opera- 
tion. In this case there was a suspicion 
of a history of trauma. The child was 
delivered by a midwife. X-ray exam- 
ination showed no evidence of fracture 
which might produce a laceration in the 
orbital region. 

Examination of the eye and adnexa 
showed no evidence of extra- or intrabul- 
bar tumor formation. The soft tissues 
about the optic nerve had the appearance 
of loose epibulbar tissue, soaked or in- 
filtrated with blood. The central four- 
fifths of the expanse of the cornea had 
suffered what appeared to have been an 
incompletely perforating ulceration. The 
lens was in its normal position and what 
could be seen of the iris did not appear 
to have been displaced forward, as would 
be the case had the cornea been perfor- 
ated. 


Nephritic Retinitis. 

Dr. Ropertson (for Dr. George F. 
Suker) reported the case of a boy, 14 
years old, who was admitted one week 
ago, complaining of periodic attacks of 
vomiting associated with headache. The 
attacks started about a year and a half 
ago, the interval between attacks becom- 
ing shorter and shorter, so that they now 
occurred every two or three days. There 
was no history of the disturbances of 
childhood. 

The essential positive findings were a 
systolic pressure of 224, diastolic 170, 
giving a pulse pressure of 54. The urin- 
alysis showed a large amount of albumin, 
and a specific gravity of 1011. The 
blood Wassermann reaction was negative. 

Examination of the eyes showed R. V. 
20/13; L. V. 20/13. Both disc surfaces 
were edematous, the margins distinctly 
blurred. The veins were engorged, the 
arteries small and there were numerous 
plaques of hyalin degeneration arranged 
around the macular region. 

The diagnosis was made of chronic 
diffuse nephritis and nephritic retinitis. 
The case was interesting because of the 
extreme youth of the patient with such 
high blood pressure and the good vision 
present in the eyes. 


Chorioretinitis Pigmentosa. 

Dr. Finx (for Dr. George F. Suker) 
presented a case of chorioretinitis pig- 
mentosa. 


Pigment on Caruncle. 

Dr. OtiverR Typincs presented a 
young lady, who showed a pigmented 
spot on the caruncle, which had existed 
for a year. Microscopic examination 
had not been attempted. , 


Sarcoma of Orbit. 

Dr. MicHaEL GOoLpENBURG presented 
the case of a man, 42 years old. He first 
noticed a swelling the size of a pea over 
the left lacrimal sac one year ago, which 
disappeared after about six weeks, recur- 
ring two months later, and had gradu- 
ally increased in size. The growth had 
been much more rapid during the past 
six or seven weeks. It had broken open 
at two points during the past week and 
was discharging slightly at present. 
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There was a reddish, angry swelling 
about two by three inches, which pro- 
jected about an inch and a half. The 
eye was proptosed and pushed outward 
from the midline very markedly. Over 
the lacrimal area there were two 
smaller rounded swellings. To the 
temporal side of these swellings was a 
crevice where the skin was broken 
open. Temporally and 3/4 inch be- 
low this was a 3/8 inch opening in the 
skin which discharged a small amount 
of yellowish serous fluid. Large 
branching veins could be seen plainly 
under the skin surface. The right and 
left consensual reactions were good; 
the left eye reacted slightly to light; 
the left eye was blind except for light. 
Three weeks ago he could count fingers 
at 18 inches, to the nasal side. 

Fundus: The disc could not be lo- 
cated. Many hemorrhages were pres- 
ent, retinal and subhyaloid. The ves- 
sels were tortuous. Many white areas 
were present. On the nasal side, it 
looked as if some detachment of the 
retina were taking place, with a possi- 
bility of a neoplasm breaking into, the 
eyeball. The blood Wassermann re- 
action was negative. 

The diagnosis was that of sarcoma, 
probably originating in the ethmoids. 

Discussion. — Dr. ELpert CLARK 

stated: Radium was applied exter- 
nally on July 18 for 4200 milligram 
hours, screened with 0.6 mm. gold, 1 
mm. silver, and 1 1/2 cm. rubber. This 
application was changed every six 
hours for forty-eight hours. On July 
25, 2712 milligram hours were used, 
five pieces of radium being embedded 
‘in different parts of the tumor, and so 
arranged as to be not over one centi- 
meter apart. No other treatment had 
been employed. There was a _ rather 
violent reaction, with a little more 
swelling and edema. 


Industrial Efficiency with Poor Vision. 


Dr. W. A. FisHER presented a man 
to show what could be done with 
20/200 vision. He was 38 years old. 


At the age of 11, when in the fifth 
grade at school, he contracted small- 
pox. The left eye was removed by the 
late Dr. Beard, and he attempted to 


restore vision by an iridectomy on the 
right eye. The patient was blind fror 
the age of eleven until he was thirty. 
An iridectomy performed at that time 
gave him 20/200 vision. He then 
learned the brick laying trade, and for 
the last five years had been drawing 
full pay as a brick layer. The interest- 
ing thing was that he was now a usefyl 
man, drawing the same wages as 
though he had 20/20 vision. He would 
be classed as industrially blind on ac- 
count of the 20/200 vision. 


Lens Extraction by Barraquer Tech- 
nic. 

Dr. W. A. FISHER presented a lady 
to show that the lens could be removed 
by the complete Barraquer technic, car- 
ried out as Barraquer was doing it at 
this time. He was not operating ac- 
cording to any paper that he had ever 
written. His latest paper, not yet pub- 
lished, would be something quite dif- 
ferent. Barraquer in that paper would 
present 112 original pictures, giving his 
technic in full. In this case the technic 
was that which Barraquer used in 
Richmond and Philadelphia in April, 
1922. All the patients were left with 
nice round pupils. In the first place, 
he dilated the pupil with eucain and 
cocain, using it every fifteen minutes 
for an hour and a half, or until the pu- 
pil was fully dilated. He then made an 
injection of novocain across under the 
lower lid, one downward and one up- 
ward. In every operation he turned 
the lens upside down, bringing the 
lower edge up first, and no pressure was 
used: The operation was done with a 
dilated pupil with a very small peri- 
pheral iridectomy, as in this case. In 
several cases the novocain produced 
a paralysis of the orbicularis, and 
stitches were put into the skin of the 
lids to keep the eye closed. The pa- 
tient was in the hospital nine days, did 
not have any postoperative inflamma- 


tion and had 20/20 vision. 


Mydriatics and Cycloplegics. 

Dr. G. HENry Munopt read a paper 
on this subject, in which he stated that 
one of the very important works of 
the ophthalmologists was refraction, 
and a vast majority of competent men 
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considered a cycloplegic one of the 
prime essentials of good refraction. He 
considered the isomeric substances 
hyoscin hydrobromid and scopolamin 
hydrobromid identical, since Merck 
labeled them so; also this was a prac- 
tical settlement of their difference 
which had been extensively discussed. 
He was thoroly convinced that in 
refraction every patient under forty 
years of age should have a cycloplegic ; 
that nearly all those between forty and 
fifty should, excepting those who had 
normal vision and apparently did not 
need distance lenses; in other words, 
excepting only those presbyopes who 
needed reading lenses and had no 
symptoms other than poor vision for 
close work. Practically all patients 
under fifty years of age should be re- 
fracted with a cycloplegic. In myopia 
it was as essential to use a mydriatic 
as in any other class of cases. He 
could not subscribe to the view that 
hyperopia was the indication for re- 
fraction with a cycloplegic. If one was 
to determine with accuracy the total 
error of any patient, the one right 
method was to use a cycloplegic, and 
before any one was really competent 
to prescribe lenses, he should know the 
total error of refraction. 

As to the comparative value of the 
three common cycloplegics, homatro- 
pin hydrobromid, hyoscin hydrobromid 
and atropin sulphat, for refraction up 
to the age of fifteen or sixteen years, 
homatropin hydrobromid was _ proba- 
bly the poorest drug for use in these 
cases; because while its mydriatic ac- 
tion might be complete, the essayist 
thought it was a failure as a cycloplegic 
at this age. Atropin sulphat was 
probably the best drug when used 
properly, because of its certainty of 
action and its relatively low toxicity 
when compared with hyoscin hydro- 
bromid. Hyoscin hydrobromid was a 
drug of first value; and in selected 
cases with proper precautions in its 
administration, it was very reliable, 
nearly as reliable as atropin sulphat. 

As to the method of administering 
homatropin hydrobromid, he used a 
fresh solution (made fresh at least 
once a week) of 2 per cent. homatropin 


hydrobromid and 1 per cent. cocain 
hydrochlorid. This was dropped in 
the conjunctival sac every five to ten 
minutes a varying number of times, 
dependent upon the age of the patient: 
from 15 to 20 years, 8 times; 20 to 30, 
6 times; 30 to 40, 4 times; 40 to 50, 3 
times, and beyond 50 once or twice 
only. 

As to the use of atropin for refraction, 
a one percent. aqueous solution was 
used four times a day for three or four 
days, in patients beyond six years of 
age; 3 to 6 years a one-half per cent. 
solution, and a weaker solution below 
three years of age. 

The hyoscin hydrobromid was used in 
a solution, the maximum dose in adults 
being two drops of one-half per cent. 
solution, with the excess mopped up at 
once and pressure made over the sac. 
This meant that one drop might be used 
in each eye, or two drops with an inter- 
val in one eye. This was the maximum 
dose and must be used with great caution. 
He more frequently used a one-fourth 
per cent. solution, but in iritis the one- 
half per cent. solution was much more ac- 
tive. The one-fourth per cent. solution 
might be used twice with care as young 
as twelve years; from 12 to 8 about one- 
sixth or one-eighth per cent., from eight 
down, much weaker. 

Discussion. — Dr. Otiver Typincs 
fully concurred in the opinion that hy- 
oscin and scopolamin were the most 
important of the cycloplegics. He did 
not agree with the essayist as to the 
strength of scopolamin he used. Dr. 
Mundt spoke of a 1/2 of 1 per cent., 
Dr. Tydings used it in about 1/5 of 1 
per cent. He did not hesitate to send 
a patient out with scopolamin any 
more than with atropin. He did not 
believe that in the last fifteen to twen- 
ty years he had used atropin in one 
case out of a hundred. The cycloplegic 
action that was obtained from scopol- 
amin, in one-half or three-fourths hour, 
could only be obtained from atropin in 
three days, or sometimes longer. 

He did not agree with Dr. Mundt 
when he advised atropin or scopolamin 
as a cycloplegic in all cases. He 
thought one could refract many cases 
without any cycloplegic at all. 
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Dr. Tuomas FaitH referred to two 
points not mentioned in connection with 
homatropin and scopolamin. One was 
that much of the homatropin had been 
very faulty for a year or so. There 
had been many instances in which the 
effects had lasted for days. A peculiar 
thing he had noticed in connection with 
homatropin was that frequently he 
could get 1/2 to 1/4 more plus sphere 
without homatropin, than he could get 
with it. 

Another thing in connection with 
the use of scopolamin was, that he had 
used it in a strength of one grain to 
the ounce and found it deteriorated 
very rapidly. In a very short time 
scopolamin would not be of any value, 
even at the end of a week sometimes. 
He had not used 1/2 of 1 per cent. of 
scopolamin, but always had adhered 
to the weaker solutions. He had given 
scopolamin to use at home, giving 
them 1/4 grain to the half ounce, and 
had it applied once or twice a day for 
several days, and then followed with 
two or three instillations of scopolamin 
in the office, usually two, at one sitting 
with a 15 to 20 minute interval. The 
advantage of this was, that instead of 
having two weeks mydriasis he had 
two or three days. There was a tend- 
ency to get away from homatropin 
and scopolamin and all cycloplegics, 
but he felt that the refraction was not 
as good when done without them. He 
prefers all his patients to use homa- 
tropin or scopolamin up to forty; after 
that he used homatropin occasionally, 
but not as arule. He did not rely on 
homatropin as he did a few years ago, 
but he did use scopolamin right along. 

Dr. Munpt. As to the strength of 
hyoscin, the maximum was 1/2 of 1 
per cent. He said he more frequently 
used 1/4 of 1 per cent. but one could 


use 1/2 of 1 per cent., and it was very 
active. He did not prescribe it as 4 
cycloplegic, because he thought it was 
too active to put into the hands of a 
patient. He thought scopolamin was 
about like putting a can of ether in the 
hands of a patient. 

As to the activity of hyoscin, there 
were three isomeric substances. One 
diverted light to the right, one to the 
left, and one was nonlightdiverting. 
The nonlightdiverting was absolutely 
nondilating. He thought there was no 
question that homatropin was not con- 
stant. 


Results of Col. Smith’s Cataract Op- 
erations. 

Dr. W. A. FisHER read a paper cor- 
recting earlier reports (See Feb. No.), 
which will be published in full in this 
journal. 

Discussion. — Dr. Tuomas Farrag 
stated that the intracapsular operation 
must stand on its own merits, and it 
should be given this opportunity. At 
the December meeting he made the 
statement that he could not under- 
stand the great difference in the re- 
sults at the Illinois Charitable Eye and 
Ear Infirmary and the Chicago Eye, 
Ear, Nose and Throat Hospital, be- 
cause he had watched the Smith 
method for several years, and the free- 
dom from postoperative inflammation 
was striking, and had been well set 
forth by Smith in his various writings. 

He saw the four cases mentioned by 
Dr. Fisher and was able to obtain 
20/20 vision without any difficulty in 
three, but the fourth being a fundus 
lesion could not be expected to have 
normal vision. However, the surgical 
result in this case was excellent. 

Rosert Von Der Heyprt, 
Corresponding Secretary. 
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GRADUATE TEACHING IN OPHTHALMOLOGY. 


The Ernst Fuchs’ Society. 

The second annual meeting of this 
society will be held in New Orleans, 
January 24th to February 9th. The 
Grunewald Hotel will be the headquar- 
ters and meeting place. The class is 
limited to one hundred. The Course 
will include intensive graduate instruc- 
tion in both ophthalmology and oto- 
laryngology. Application for detailed 
information and enrollment should be 
made to the Secretary, Dr. Sidney Is- 
rael, 403 Carter Building, Houston, 
Texas. 

The instructors secured for this 
course include: 

Dr. Arnold Knapp, New York City. 

Dr. George E. Shambaugh, Chicago. 

Dr. L. W. Dean, Iowa City. 

Dr. Edward Jackson, Denver. 

Dr. Marcus Feingold, New Orleans. 

Dr. R. C. Lynch, New Orleans. 

Also the Professors of Anatomy, Phy- 
siology and Pathology of Tulane Uni- 
versity. 

Teaching of Ophthalmology in Paris. 
CLINICAL WORK. 


During the winter semester, 1922-23, 
clinical instruction is given by: 

Dr. Dupuy-DuTEmps at the Hospital 
Saint-Antoine. Examination of pa- 
tients Monday, Wednesday and Thurs- 
day. 

At the Foundation Rothschild, Op- 
erations, Thursday and Friday. 

Dr. V. Morax at the Hospital Lari- 
boisiére, Monday, Friday, Saturday, 
Examination and Discussion of Cases. 
Tuesday and Thursday, Operations. 

Dr. DeEMICHERI, on Wednesdays, 
gives, at the same place, a course on 
the External Diseases of the Eye, in 
Spanish. 

Dr. Poutarp at the Hospital Necker 
(children), Monday and Thursday, Ex- 
amination of Patients. Wednesday and 
Friday, Operations. Tuesday, Confer- 
ence. 

Dr. the 
Hospital Laennec, Tuesday and Thurs- 
day, Ophthalmic Diagnosis; Wednes- 
day, Operations, and on Monday, Op- 
erations, at the Foundation Rothschild. 


SPECIAL COURSES. 

Practical Ophthalmoscopy. — This is 
given in the service of Dr. V. Morax at 
the Hospital Lariboisiére and includes 
ten conferences; with practical exercises 
by Dr. 

Ocular Surgery—Given by Dr. Pov- 
LARD at the Children’s Hospital and in- 
cludes five lessons. 

Practical Ophthalmology.—Given by 
Dr. Poucarp at the same place, and in- 
cludes eight lessons, given on Monday, 
Wednesday and Friday. 

Ocular Histopathology. Doctors 
Macitot and DautTREvAUux give this 
course of twelve lessons, at:the Hospital 
Lariborisiére, in March. It deals with 
technic and laboratory work. 

Ocular Bacteriology—A course of 
eleven lessons in technic with practical 
exercises will be given by Doctors 
Morax and Botvacx at the Hospital Lar- 
iboisiére on Monday, Wednesday and 
Friday beginning April 11th, 1923. 

Ocular Physiopathology.—A series of 
12 lessons on this subject will be given 
at the Hospital Laribiosiére by Doctors 
Macitor and 

Binocular Vision and Strasbismus. — 
In the service of Dr. Dupuy-DuTemps, 
a series of 9 lessons will be given by Dr. 
JosEPH in May, 1923. 

Ocular Neurology—Dr. Dupuy-Du- 
TEMPS will give ten lectures Monday, 
Wednesday and Friday, beginning May 
19th, 1923; and 

Ocular Surgery.—The subject of five 
lessons in May at the Hospital for Chil- 
dren. 

Practical Ophthalmology.— At _ the 
above Hospital, Dr. PouLarp will give 
6 lessons Monday, Wednesday and Fri- 
day in June. 

Neurology of Eye—In the service of 
Dr. Morax at the Hospital Lariboisiére 
ten lessons will be given in English by 
Dr. E. HARTMANN, in June. 

Physiopathology of Eye—At the 
Lariboisiére Hospital ten lessons will 
be given by Dr. A. Maaitor in June. 

Operative Technic—At the Amphi- 
threatre of Anatomy, under direction of 
ProFEssorR SEBILEAU, a course will be 
given by Drs. Morax, Maartor and 
BoLLack. 
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MAGNESIUM SULPHAT FOR 
GONORRHEAL OPHTHALMIA. 


The bactericidal treatment for con- 
junctival inflammations has always 
been supplemented by cleansing solu- 
tions that were supposed to remove 
the bacteria, and the material that 
would serve as a nidus for their multi- 
plication. When it was found that 
argyrol showed very little bactericidal 
power under the conditions present 
in the conjunctival sac, those who had 
clinically observed its beneficial in- 
fluence fell back on the explanation 
that it drained the tissues of lymph, 
which inhibited the growth of the bac- 
teria, and washed them out of the 
deeper tissues where they were quite 
out of reach of antiseptics. 

The world war, thru the enormous 
number of infected wounds, thrust the 
question of the most effective treat- 
ment of infections to the front. The 
application of germicides of greatest 
efficiency gradually gave place to the 
use of solutions that were either chosen 
without reference to any germicidal 
power, simply because they were hy- 
pertonic; or to those like the hyper- 
chlorit solutions, that might be sup- 
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posed to act at least as much by carry- 
ing away kacteria, as by killing them 

As the good results following the 
use of hypertonic solutions, as ex- 
plained by Wright, thru their drawing 
thru the injured and infected tissues 
lymph capable of combating the in- 
fecting germs, Kirkpatrick at Madras 
began to apply hypertonic solution of 
magnesium sulphat to the treatment 
of inflammatory conditions of the con- 
junctiva and surface of the cornea. 
After four years experience, he reported 
in 1920 his favorable experience with 
this method in corneal ulcers, and es- 
pecially in gonorrheal ophthalmia. No 
eye in fair condition when the treatment 
was begun was lost. 

His method was thus described: 
“The strength of the solution used 
varies from 40 grains to the ounce to 
saturation, and this is applied in an 
eye bath for five minutes every two 
or three hours; in addition, the con- 
junctival sac is thoroly irrigated by the 
surgeon once a day or oftener. In 
cases of gonorrheal ophthalmia, both 
urotropin and stock gonococcal vac- 
cines are given as well.” 
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It is interesting to learn from the 
last report of the Government Oph- 
thalmic Hospital at Madras (for the 
year 1921) that this method has been 
continued for all cases of the class with 
continued good results. The report 
states: “Forty cases in all, adults and 
children, were treated by irrigation 
with saturated Mag. Sulph. Solution, 
as described by Kirkpatrick (Brt. 
Journal of Oph., June, 1920), with 
slight modifications. The treatment is 
carried out in the following manner. 
An assistant flushes the conjunctival 
sac several times a day with the solu- 
tion put up in 2-lb. bottles fitted with 
cork and glass rods after the manner 
of the familiar laboratory wash bottle. 
Adult patients, in addition, use the solu- 
tion repeatedly thruout the day (at 
least 5 minutes in every 2 hours) in 
the eggcup shaped eye douche. Be. 
tween the irrigations, AgNO,, grs. 3 
to the oz., is instilled 2 or 3 times a 
day. Very satisfactory results were ob- 
tained. There were only 2 failures, 
but these two came to the hospital 
with ulceration of both corneae, and 
even one of these left with. useful vis- 
ion in one eye after trephining had 
been done as a safeguard against sub- 
sequent rise of tension.” 

Such results from the treatment of 
gonorrheal ophthalmia are exceptional- 
ly good. Then as compared with 
argyrol, magnesium sulphat possesses 
certain advantages as the basis for a 
hypertonic solution. It is cheaper, 
free from any risk of staining, and the 
solutions are very easily prepared and 
stable. Then the fact that it is every- 
where obtainable adds much to its 
practical usefulness in some locations. 
It is a method of treatment that should 
be more generally tried, and the re- 
sults of others with it reported to the 
profession. E. j. 


GRADUATE TEACHING OF OPH- 
THALMOLOGY. 


The article on this subject, pub- 
lished on page 33 reviews the needs 
for such teaching, from a point of view 
that has been approached or reached 
by most teachers who have considered 


it. The old belief that there was no 
place for specialization in medicine, ex- 
cept such as individuals might work 
out with their own personal desires 
and opportunities—no specialization 
to be recognized in the general educa- 
tional scheme of the medical profes- 
sion—has faded away with the enor- 
mous expansions of medical knowledge 
and achievement that have come in the 
last half century. 

Rightly, there are specialties in med- 
icine. It is now respectable and even 
creditable to confine your professional 
work to one of them. They now offer 
the most direct and certain path to dis- 
tinction and financial success. One 
who has devoted himself to ophthal- 
mology from his earliest years of prac- 
tice, is now President of the American 
Medical Association. Surely, it is 
quite time that the teaching of oph- 
thalmology, as a_ specialty, the ade- 
quate preparation of men and women 
to recognize every condition affecting 
vision, or the eye and the organs im- 
mediately accessory to it, should 
claim the attention of all medical 
educators. 

Another fact is being recognized in 
all branches of education. No man, 
who can be called well educated, in the 
modern sense, has become so by going 
to school until he grew up, or was 20 
or 25 years old, then ceasing to study. 
That process always left him partly 
developed, and could not possibly store 
his mind with the mass of known facts 
bearing on any science, or art; a mass 
that is continually growing by new 
studies and observations, that are be- 
ing reported in special journals, and 
monographs continually flowing from 
the printing press. 

An habitual reader can accumulate 
statements of facts, but reading alone 
does not give a complete professional 
education. The laboratory, the clinic 
and the contact with the thought of 
teachers are essential; and opportuni- 
ties of this kind, it is a duty of educa- 
tional institutions to provide; as much 
for the graduate as for the undergradu- 
ate. Such provision is essential not 
only to bring the general practitioners 
and specialists of today to the highest 
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efficiency, and place at their command 
the latest advances in knowledge and 
armamentarium; equally, it is needed 
for the future, as one essential part of 
our permanent educational facilities; 
to furnish at all times a high grade of 
training for the physician or specialist, 
and to develop completely his ability 
to serve the community. 

But specialization of medical prac- 
tice is only possible, where the con- 
centration of the population and the 
development of means of rapid com- 
munication make the services of the 
different specialists available to 
enough patients to furnish all of them 
with a living. There are still thinly 
peopled regions and isolated communi- 
ties, that cannot support more than 
one doctor. All the help they can ex- 
pect from modern medicine and surg- 
ery must come thru him. The truly 
general practitioners should still form 
a large part of the profession. Even 
without the influence of tradition, that 
makes men follow in the footsteps of 
their fathers, this will continue to be 
the case until means of communica- 
tion and social organization have 
reached a much higher development. 

To furnish the general practitioner 
the acquaintance with ophthalmic 
diagnosis and therapy, that he can ap- 
ply, in a way that will serve his pa- 
tients better than they can be served 
by anyone else, is a very important 
function of graduate teaching in oph- 
thalmology. For one this may be some 
special training as to the use of the 
trial case and prescription of lenses, 
for another a better acquaintance with 
industrial injuries and the removal of 
foreign bodies, for a third a practical 
acquaintance with trachoma or oph- 
thalmia neonatorum, for still another 
preparation to examine the eyes of 
school children. Possibly all these 
needs will arise at different times for 
the same general practitioner. The 
medical schools showld stand ready to 
meet them with short intensive 


courses, that will conform to the re- 
quirement of the greatest economy of 
time of the busy practitioner, whose 
absence from his work must be brief 


if he is to have such opportunities at 
all. 


The ophthalmologist established jp 
active practice may also find it ex. 
tremely difficult to leave his work for 
any extended course of graduate 
study, no matter how alert he may be 
to the advantages of new methods of 
examination or treatment, or how 
keenly he may feel the defects in cer- 
tain respects of his early training. The 
need of ‘short intensive courses ar- 
ranged with the purpose of the great- 
est economy of the student’s time is 
felt by the ophthalmologist as well as 
the general practitioner of medicine; 
and it will continue to be a real and 
important need, after every one enter- 
ing upon ophthalmic practice has had, 
at the outset, his year or more of 
special training, such as is now being 
given in a very few university medical 
departments. 


ASSOCIATIONS FOR GRADUATE 
STUDY OF OPHTHALMOLOGY. 


To induce the universities to estab- 
lish special courses for the graduate 
teaching of ophthalmology, even on 
the usual basis for courses leading to 
higher degrees, or as fellowships that 
should give assistance in the teaching 
of undergraduates, has been no easy 
task. This might be guessed from 
the few institutions that have actually 
afforded such opportunities. But it is 
only fully appreciated by the few that 
have overcome the inertia of Medical 
Faculties and Deans, University Presi- 
dents and Trustees and the almost in- 
surmountable obstacles to getting an 
adequate corps of instructors to fully 
occupy the graduate student’s time. 
This has been done for the students 
who could come to the universities for 
one or more years of formal study; 
but for many already established in 
practice, any such break in their life 
work seems impossible. 

More has been done for the latter 
class, in the direction of the graduate 
study they need, by the societies de- 
voted to ophthalmology. The local 
societies in their exhibition and discus- 
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sion of cases, instruments and meth- 
ods, are not very different from mutual 
quiz classes. Even the national gath- 
erings furnish more of intellectual con- 
tact and discussion over ordinary cases 
and methods, than of papers setting 
forth new facts in ophthalmology ; and 
very frequently, there have been dem- 
onstrations and clinics held in connec- 
tion with their annual meetings, such 
as would add to the value of any grad- 
uate course of teaching. 

In 1921, the American Academy of 
Ophthalmology and Oto-Laryngology 
arranged a graduate course lasting 3 
days, after its annual meeting. A class 
of almost 500 gathered to sit hour after 
hour in close attention to those who 
took part in the crowded program. 
A year later the second course was 
given with equal success. In 1922, the 
American Ophthalmological Society ar- 
ranged a series of expositions of re- 
markable microscopic slides, avowedly 
as an experiment to be followed by 
more extensive programs along related 
lines. The interest of the Washington 
Congress reached a high point in the 
demonstrations given by Gullstrand, 
Collins, Nordenson, Magitot, Bal- 
buena, and a dozen others, which repre- 
sented graduate teaching at its best. 

But perhaps the most important de- 
velopment in this direction was the 
formation of the Ernst Fuchs Society, 
during the course of lectures given by 
Professor Fuchs at Houston, Texas, 
last year, and which meets for a half 
month of graduate study in New Or- 
leans, January 24. That properly pre- 
sented opportunities of this kind could 
be made popular, has been demon- 
strated by the interest in the lectures 
of Fuchs, Lindner and Barany; and 
the great unwieldly crowds that flock 
each year to the Clinical Congress of 
Surgeons. 

The plan of the Fuchs Society for 
a two weeks of intensive graduate 
study of ophthalmology and oto- 
laryngology each winter, seems to be 
a very practical one. The period is not 
too long for busy practitioners to be 
away from their patients each year, 
but it is long enough to get a good deal 
of help from a group of earnest ex- 


perienced teachers who have no ob- 
stacle of language to overcome and are 
in close touch with all the problems of 
daily ophthalmic practice. We predict 
that an annual course of this kind will 
soon be looked forward to and en- 
joyed by most active American Oph 
thalmologists. If it has been sufficient 
ly advertised, the class of one hundred 
provided for at New Orleans will be 
filled to the limit. A series of such 
courses will do more to rapidly raise 
the standard of educational attainment 
among those engaged in ophthalmic 
practice than any other plan that has 
yet been put in operation. 


E. J. 


OPENINGS IN OPHTHALMIC 
PRACTICE 


The scarcity of well trained young 
men and women to give needed service 
in ophthalmic practice, and in return 
to receive an attractive income from 
the very beginning of their profession- 
al careers, is well known to those who 
have much to do with the training of 
them for ophthalmology as a specialty. 
At the close of the world war, there 
was rather a large number of fairly 
trained young men with some expe- 
rience, looking for locations in the 
United States, in which to engage in 
ophthalmic practice. But these were 
rapidly absorbed by communities and 
positions that had really needed them. 

Every medical and surgical “group” 
formed in the last few years, has de- 
sired the help of a specialist, usually 
expected to cover the eye, ear, nose 
and throat, and to take responsibility 
for it. Many of these groups have had 
great difficulty in getting the kind of 
help they wanted, and have been 
forced to take some one who had been 
inadequately trained for it, or who was 
quite lacking in experience. We know 
of one such group that was offering 
$6,000 a year for a young man to take 
this position with them. Every year 
several applications come to the Edi- 
tors of this Journal for assistants 
ready to really assist in the private offices 
of ophthalmologists of established 
practice and high skill, 
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In our advertising pages this month 
is a very attractive offer for an office 
assistant, from a man very widely 
known in America, and in_ other 
countries, as an able writer and prac- 
titioner of ophthalmology. We have 
also before us an appeal from another 
specialist in a small city, for some one 
to take his work while he is seeking to 
regain health, with a prospect of be- 
coming a partner if the relation seems 
mutually advantageous. The attempt 
of the JourNAL to bring together busy 
men who wanted help and younger 
men who needed the opportunity, has 
failed usually, because there were so 
few of the latter. It would be a real 
service to young graduates in medi- 
cine, to ophthalmologists in active 
practice, and to the communities at large 
if attention were generally directed 
to training of those seeking success in 
life thru careful preparation for oph- 
thalmic practice. The young man who 
too quickly acquires a large practice 
of his own, is in great danger of going 
thru life with superficial and loose 
methods of observation and thought, 
because he never has had time to con- 
centrate sufficiently on the cases that 
come before him. This danger is 
avoided by beginning to practice under 
the guidance of an experienced and 
thoro worker in the field of ophthalmic 
practice. E. J. 


BOOK NOTICES. 


Ophthalmoscopy, Retinoscopy and Re- 
fraction. W. A. Fisher, M.D., F. 
A.C.S., Professor of Ophthalmol- 
ogy in the Chicago Eye, Ear, Nose 
and Throat College. 12 mo., 232 
pages, 200 illustrations, 24 colored 
plates, Chicago, W. A. Fisher, 
M.D. 

This is a practical book, by a prac- 
tical teacher of ophthalmology. After 
many years of experience in teaching, 
it has been written to meet the practi- 
cal needs of students as they have 
come, often many years after gradua- 
tion in medicine, desiring to study oph- 
thalmology in preparation for special 
practice. Ophthalmoscopy is the basis 
of modern ophthalmology, and Dr. 


Fisher finds it is “not taught either 
practically or successfully in medical 
colleges.” 

This book has been written to teach 
medical practitioners and students the 
practical use of the ophthalmoscope 
and retinoscope. The colored plates 
show various conditions of the fundys. 
A duplicate set of them is furnished on 
an insert sheet, for use with the sche- 
matic eye; which the author describes 
and advises the reader to use, in get- 
ting his practical acquaintance with 
the ophthalmoscope. 

This book contains more than its 
title might imply, as may be seen by 
a glance at its table of contents, set 
forth in chapter headings. Ophthal- 
moscopy (including account of the 
schematic eye), Diseases of the Ret- 
ina; Diseases of the Choroid; Diseases 
of the Optic Nerve; Field of Vision: 
Indirect and Direct Ophthalmoscopy; 
Systematic Examination of Eye; 
Glaucoma; Optical Principles, Test 
Type, Lenses, Refraction, and Cyclo- 
plegics; Applied Refraction, Astigma- 
tism, Presbyopia; Heterophoria—Mus- 
cular Insufficiency; Retinoscopy, Meas- 
urements of Lenses, Prescription Writ- 
ing, Transposition, and Frame Fitting. 

Brevity and clearness of statement 
mark every page of the work; the sen- 
tences have the dogmatic character so 
effective in teaching. The illustrations 
are well chosen and mostly very help- 
ful. The colored plates represent the 
ocular fundus better than those found 
in many other books intended for the 
student, and each is accompanied by 
an adequate explanation emphasizing 
the important features of the picture. 

There is much justification for the 
following claim, if the emphasis is 
properly placed as we have indicated 
by italics: “By mastering the methods 
here described and equipping himself 
with the necessary instruments, there is 
no reason why the general practitioner 
should not prescribe so as to correct the 
common errors of refraction, and be- 
come proficient in the use of the oph- 
thalmoscope.” 

Teachers of ophthalmology can use 
this book and find it distinctly useful in 
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The isolated student will 


their work. 
find it one of the best with which to be- 


gin his preparation for a course of gradu- 
ate study. E, J. 


An International Congress of Oph- 
thalmology, Washington, D. C., 


April 25-28, 1922. Octavo, 714 
pages. 136 illustrations. Edited 
by the Committee on Publication, 
Drs. William Zentmayer, chair- 
man, Arnold Knapp, William E. 
Sweet, and Luther C. Peter. 


This volume contains what was 
printed in the presession volume of the 
Congress and about 40 per cent more 
matter, including: The four addresses 
delivered before the Congress at its 
evening sessions, 73 pages; the dis- 
cussions on papers read before the 
Congress, 72 pages; minutes, descrip- 
tions of exhibits, lists of members, 
committees, indexes, etc., 53 pages. It 
is beautifully printed on paper that al- 
lowed inclusion of everything in a 
single volume without making it un- 
wieldy. The Committee on Publica- 
tion are to be congratulated on the 
very efficient manner in which the 
arduous task has been performed. 

From the lists we find the number of 
members of the Congress was 1210, of 
whom 579 registered their attendance at 
the meeting. The members from out- 
side the United States numbered 125, of 
whom 51 representing 16 different 
countries attended. The Congress was 
the largest international congress of oph- 
thalmology thus far held, and the for- 
eign members outnumbered all the mem- 
bers of the only other international con- 
gress held in this country. This volume 
gives it an assured permanent standing 
among such congresses by the high scien- 
tific value of the proceedings it here 
records. We believe it will be accorded 
full standing as one of the series of in- 
ternational congresses, interrupted by the 
failure of the Congress to meet in Petro- 
grad in August, 1914. 

To anyone who does not receive this 
volume as a member of the Congress, we 
offer the advice, get it if you can from 
the Secretary, Dr. L. C. Peter of Phil- 
adelphia, or keep on the lookout for it 
when a copy is offered for sale. It will 


be needed in any ophthalmic or medical 
library. It is chiefly published in Eng- 
lish, there being but 105 pages in French 
and 107 pages in Spanish. 

E. J. 


The Writing of Medical Papers. Maud 
H. Mellish, Editor of the Mayo 
Clinic Publications. Philadelphia 
and London. W. B. Saunders & 
Company, 1922. 

It is remarked that the business of 
societies is done by a select few, that the 
speakers in local, general, and national 
meetings are mostly the same from year 
to year, with the occasional addition of 
new blood replacing those who from 
death, disability or disinclination are not 
in attendance. 

The writing of medical articles and 
books follows the same rule. New auth- 
ors generally do not possess the know 
how, the savoir faire, to compete in pub- 
lic places or in the press with the old 
guard until they have had years of prac- 
tice. But despite their experience, the 
speaking and writing of these older an- 
ointed teachers is often a disappoint- 
ment, particularly as to their command 
of the English language, which spec- 
ially shows in the stenographic reports 
of their remarks. 

There is book English—grammatical 
and clear—in which all the English 
speaking peoples agree—business and 
professional language which is likewise 
nearly in accord, and colloquial speech, 
which is so different that English, as 
spoken in Great Britain, differs so radi- 
cally from the American speech as to be 
at least hard to listen to. So many of 
our scientific authors carry this idiomatic 
tendency into their writings, together 
with a want of conception of the proper 
uses of the written and spoken word. If 
we medical men only had an education 
in speaking and in writing to correspond 
with our technical knowledge, such 
criticism would not be necessary. 

This little book by Maud H. Mellish, 
editor of the Mayo Clinic Publications, 
is something that has long been wanted. 
The writer personally wishes he had had 
some such guide when he first began 
writing, for then his own essays would 
not have been so subject to criticism, and 
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some of them would not have been writ- 
ten at all. 

The book will certainly help untrained 
and partly trained writers to prepare for 
publication articles that will convey in- 
formation with brevity, accuracy and 
clearness, and adhere to the accepted 
forms of present day usage. It takes up 
the subjects of good usage, the vocabu- 
lary, abbreviations, punctuation, gram- 
matical notes, dont’s, subject matter; 
length of papers, arrangement; begin- 
ning and end, the outline, construction, 
the spoken address, case histories; ab- 
stracts, chapter, paragraph, and sentence, 
references, revision, the title, the manu- 
script, the proof bibliography and a full 
list of medical journals with their ab- 
breviations, also a complete index. At 
the end of each short chapter are a few 
brief rules. That following “Subject 
Matter; Length of Papers,” for ex- 
ample is: 

“Avoid miscellaneous topics. Choose 
a subject, (1) of which original study 
has been made, and (2) on which fur- 
ther investigations may be made. Give 
a brief summary of personal observations 
on the topic previously published. Re- 
view literature briefly. Make papers 
brief and clear. Present to an audience 
only abstracts of long papers. Publish 
long papers serially.” 

The book is most highly recommended 
to all physicians, for we, all of us, at one 
time or another, have occasion to speak 
before societies or publish addresses and 
all are in a position to make certain ad- 
ditions to the science or the practice of 


medicine. H. V. W. 


BIOGRAPHIC SKETCHES. 
Tuos. Hatt Suastip, M.D. 
SUPERIOR, WISCONSIN. 


GreorcE Mitsry Goutp.—The world 
of ophthalmology was shocked and 
grieved to learn of the sudden death, on 
August 8, of Dr. George M. Gould, a 
strong, aggressive, and even unique fig- 
ure in American medicine. The years 
will come and the years will go, but we 
never shall quite behold again a George 
M. Gould. A man of lofty principles, 
wide and varied learning, a white-hot 
zeal, unflagging energy, and a warm and 


constant heart, he devoted himself to 
truth and friendship, the two greatest 
objectives in any human life. With deep 
sorrow, therefore, the following sketch 
is written. May it serve, at least to some 
degree, in perpetuating the memory of 
this remarkable man 

George M. Gould was born at Auburn 
Maine, Nov. 8, 1848, his parents being 
George Thomas and Eliza A. (Lapham) 
Gould. A remote ancestor was a Robert 
Goold (not Gould) who, in 1663, emi- 
grated to Hull, Mass., from Somerset, 
England. In his early childhood, his own 
mother having died, George removed 
with his father and stepmother to Salina, 
Ohio. Here, and at Athens, O., he 
studied in public and private schools. At 
the age of twelve, however, he enlisted 
in the Northern army of the Civil War 
as a drummer boy, serving in that ca- 
pacity from 1861 to 1862. Later he re- 
enlisted, this time as volunteer, and then 
served from 1864 to 1865. He received 
the A.B. at Ohio Wesleyan University 
in 1873, the A.M. (hon.) in 1892. In 
1873 he attended a course at the Harvard 
Divinity School, but preached for the 
Unitarian Church only a few months; 
then spent several years studying in 
Europe. About 1876 he opened a book 
and fine arts store in Chillicothe, O., and 
continued in that and other business 
enterprises until he entered the Jefferson 
Medical College, Philadelphia. From that 
institution he received the degree in 1888, 
being president of his class. He at no 
time practiced general medicine, but at 
once, after graduation, opened an office 
in Philadelphia as ophthalmologist. In 
1908 he removed to Ithaca, N. Y. There 
he practiced for a number of years, re- 
moving in 1911 to Atlantic City, N. J., 
where he remained and practiced until 
his death. 


Dr. Gould was ophthalmologist to the 
Philadelphia Almshouse, 1892-94. He 
was editor of the Medical News, 1891- 
95; of the Philadelphia Medical Journal, 
1898-1900; of American Medicine 
(which he founded) 1901-06. As a med- 
ical editor he inaugurated striking inno- 
vations. He was a Fellow of the Col- 
lege of Physicians, Philadelphia ; a mem- 
ber of the American Ophthalmological 
Society and of the American Academy 
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of Medicine. Of the latter institution 
he was president in 1895. He was also 
a member of the Phi Beta Kappa and a 
speaker at the Congress of Arts and 
Sciences, St. Louis Exposition, in 1904. 


George Milbry 


In 1917 he received the first Doyne 
medal at the Ophthalmological Congress, 
Oxford, England. He was proffered the 
editorship of the Journal of the Ameri- 
can Medical Association, also that of the 
British Medical Journal, but these ap- 
pointments he declined. 

Dr. Gould’s literary activities were ex- 


tremely varied and highly important. In 
collaboration he wrote: “Compend of 
Diseases of the Eye” (1886-88); “Dis- 
eases of the Eye” (1897); “Encyclo- 
pedia of Medicine and Surgery” (1900- 


Gould, 1848-1922 


13) ; “Anomalies and Curiosities of Med- 
icine” (1901); “Life and Letters of Ed- 
mund Clarence Stedman” (2 vols., 
1910) ; “Genius and Other Essays, by E. 
C. Stedman” (1911). By himself he 
wrote or compiled: “Student’s Medical 
Dictionary” (1890, 11th Edition 1900) ; 
‘New Medical Dictionary” ()0 editions, 
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1891-1900); “Pocket Medical Diction- 
ary” (1892-1913); “Illustrated Diction- 
ary of Medicine, Biology and the Allied 
Sciences” (1894-1913, with supplement, 
1905); “Dictionary of New Medical 
Terms” (1894); “The Practitioner’s 
Medical Dictionary” (1906-17) ; “Ameri- 
can Year Book of Medicine and Surg- 
ery” (1896-1903); “The Meaning and 
the Method of Life” (1893); “Border- 
land Studies” (2 vols., 1896-1905) ; “An 
Autumn Singer” (poems, 1897); “Sug- 
gestions to Medical Writers” (1900); 
“Biographic Clinics” (6 vols., 1903-9) ; 
“History of Jefferson Medical College” 
(2 vols., 1904); “Concerning Lafcadio 
Hearn” (1908); “Righthandedness and 
Lefthandedness” (1908); “The Infinite 
Presence” (1910); “Personal Bibli- 
ography, of nearly 500 titles” etc., 
(1910). Most of Dr. Gould’s writings, 
whether composed individually or in col- 
laboration, received so wide a circula- 
tion that they need no description here. 
For example, over half a million copies 
were sold of his medical dictionaries 
alone. 

Dr. Gould’s interests, as may easily 
have been inferred from the bibliography 
above, were not by any means confined 
to ophthalmology or even to medicine. 
Thus, he investigated a multitude of such 
questions as, Why the Sap Rises in 
Plants and Trees; How the Erosion of 
Shore Lines can be Prevented; What are 
the Reasons for the Composition and 
Shapes of Shells and Pebbles. Ques- 
tions in theology and general literature 
also strongly appealed to him, and he 
wrote upon these subjects much that 
was, and still is, widely read. 

Dr. Gould was tall and well built, be- 
ing 6 feet 3 inches high and athletic. He 
was of medium stoutness, of blonde 
complexion and with hazel eyes and 
gray hair. He was brilliantly alive when 
talking, otherwise deeply meditative. His 
scholarly recreations were general 
science, poetry, philosophy, music and 
art. He was a collector of natural his- 
tory specimens, of objects of fine art, 
and of books. He was fond of children 
and animals, and had many pet horses, 
dogs, and birds. Familiar figures, of 


recent years, on the Boardwalk and the 
Beach at Atlantic City, were the Doctor 


and his wife, together with their beloved 
collie, Douglas. Rain or shine, the 
promenade was daily taken. Another 
recreation of Dr. Gould’s was lying at 
full length on the floor beside his collie 
while he listened to music played or sung 
by friends. Dr. Gould was deeply, if 
broadly, religious, his views being ex- 
emplified in his “Meaning and Method 
of Life” and “The Infinite Presence” 
The ideas expressed in these books were 
many years later adopted (or inde- 
pendently invented) by Mr. H. G. Wells, 
and expressed in his “Mr. Brittling 
Sees it Through.” 

George M. Gould, from early child- 
hood, suffered severely from eyestrain 
and its reflexes. Doctor after doctor 
was consulted, but without relief. He 
even went so far as to consult a number 
of eminent ophthalmologists in Europe, 
but without result. The Doctor-Gould- 
to-be then vowed that, one day, he would 
himself become an oculist, and would 
then proceed to relieve his own eyes, 
Tho prevented by various circumstances 
from studying medicine till far along in 
the thirties, he nevertheless eventually 
verified his own prediction. Relieved 
from the terrible handicap of eyestrain, 
he then rapidly developed into the bril- 
liant Dr. Gould whom all the world 
knew. Moreover, because of his own 
personal experience with the affliction, 
he was enabled to relieve the sufferings 
of thousands of other persons, who, else, 
had gone unrelieved. 

His greatest contribution, no doubt, to 
the science of ophthalmology was the all 
important and now almost universally 
admitted truth, that the tiniest possible 
error of refraction is sometimes the 
source of the greatest possible eyestrain, 
with its devastating nervous reflexes. 
And he emphasized the need of almost 
infinite patience in seeking out and dis- 
covering these minute, but highly sig: 
nificant errors. To impress upon the 
public conscience the full importance 
of small refractional errors, Dr. Gould 
wrote the series of books above referred 
to, entitled “Biographic Clinics.” In 
these six volumes he analyses and con- 
vincingly traces the ill health of many 
famous people to eyestrain. Dr. Gould 
was somewhat violent, no doubt, in the 
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acy of his views, but his violence 
eel justified. The attention of 
ophthalmologists was at all events 
aroused,.and the human race is richer in 
comfort and good health today because 
of the great aggressiveness of Dr. Gould. 

A matter once of much importance, 
now nearly forgotten, was the invention 
by Dr. Gould of cement bifocal spec- 
tacles. The original bifocal, invented by 
Benjamin Franklin, consisted of two dis- 
tinct pieces, an upper and a lower, set 
edge to edge—the kind which later was 
known as the “split” bifocal. Dr. Gould’s 
device was a distinct improvement over 
the old form. He originated also a num- 
ber of devices for ocular examination, 
special lenses, trial frame, method of 
lighting, etc. 

Dr. Gould married, on October 15, 
1876, Harriet Fletcher Cartwright, 
daughter of the Hon. John Cartwright, 
of Pomeroy, Ohio; and on October 3, 
1917, Laura Stedman, granddaughter of 
the famous banker-poet, Edmund Clar- 
ence Stedman. No children were born 
to either marriage. 

Dr. Gould was seriously sick for only 
a few hours. He died at his home, No. 
215 Atlantic Ave., Atlantic City, N. J., 
on the afternoon of August 8, of heart 
failure. Ten days before, the pet collie, 
Douglas, had died. For fourteen years 
this dog had been a constant companion 
to his master, and Dr. Gould had _ its 
body placed in a coffin, and buried in 
the Hartsdale (New York) Canine 
Cemetry. The loss of the pet had sad- 
dened and depressed the Doctor great- 
ly, and may, in some degree, have con- 
tributed to his own decease. 

Dr. George M. Gould has passed 
away, and, in his passing, the medical 
profession of America and of all the 
world has lost one of its greatest oph- 
thalmologists, the human race one of its 
most entertaining and useful writers and 
kindest hearted men. 

CHARLES WILLIAM TANGEMAN, a 
noted oculist of Cincinnati, died on April 


2, after an extended illness. He was 
born at Mansfield, Ohio, March 9, 1856, 
a son of William and Margaret Tange- 
man. Obtaining his early education in 
the public schools, he received the 
medical degree at Miami Medical Col- 
lege in 1879. 

Dr. Tangeman at no time practiced 
general medicine, but, shortly after grad- 
uation, became associated with Dr. W. 
W. Seely in eye and ear practice. Soon, 
however, he began to practice independ- 
ently, and, from that time, restricted his 
practice to the eye. He became clinical 
professor of ophthalmology at the Ohio 
Medical College, and for more than 
twenty years was ophthalmologist to 
Christ’s Hospital and to the Betts Street 
Hospital. 

For a long time he was chief oculist to 
the Big Four Railroad. While engaged 
in the latter work, he is said to have “ini- 
tiated and standardized the visual tests 
and qualifications for railway employes, 
which now are in common practice on 
all roads thruout the country.” He was 
a member of the Cincinnati Academy of 
Medicine, the Ohio and American medi- 
cal Associations, and the American 
Acadamy of Ophthalmology and Oto- 
Laryngology. In 1918 he became Pro- 
fessor Emeritus at the Ohio Medical. 

Dr. Tangeman was large, well built, 
over 6 feet high and weighing 185 
pounds. He had a light complexion, but 
well colored, gray-blue eyes and sandy 
hair. He wore, as a rule, a Van Dyke 
beard. He was bright, brisk and good 
humored, yet withal dignified. He was 
specially fond of poetry and art. His 
chief hobbies were oriental rugs, etch- 
ings and gardening. 

Dr. Tangeman, in January of this 
year, went to California in search of 
health, but without avail. Late in March 
he returned to his home, where, soon 
after, he died. He was survived by his 
widow, also by a daughter, Miss Mar- 
garet Tangeman and a son, Dr. H. F. 
Tangeman. 
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Mitchell, L. Sensitiveness of Iris to 
Atropin and Eserin. Australian Med. 
Jour. 1922, June 17. 


Mitchell has made an investigation as to 
the sensitiveness of the iris to atropin 
and eserin. He used the iris of rabbits 
and dogs. The iris was removed from 
the eye, and either cut into radial seg- 
ments, or used whole and placed in pre- 
pared solution at a temperature of 38° 
centigrade. To eliminate the occurrence 
of edema of the iris, it was dropped into 
serum obtained from the animal from 
which the eye had been excised. 


He found that atropin ceased to act 
when the strength was less than one in 
50,000,000. Eserin acted in a strength of 
one in 10,000,000. He pointed out that 
his experimental work throws no light on 
the method by which these drugs act 
on the eye, when dropped into the con- 
junctival sac. 


Mitchell, I. Absorption of Ultraviolet 
Rays. Australian Med. Jour. 1922, 
Sept. 2. 


Mitchell conducted a set of investiga- 
tions into the absorption of ultraviolet 
rays by living tissues, spectacle glass 
and some physiologic solutions. The 
conclusions given are that flint glass is 
more efficient than crown, that Crookes’ 
number 2 was the most efficient of all. 
Of the tissues of the eye, the lens was 
the most effective screen, and next to it 
was the cornea. 

Str JAMES Barrett. 


Gjessing, Harald, G. A. Electric 
Cataract, Examined with Gullstrand’s 
Slit Lamp. British J. of Ophth. 1922, 
v. 6, p. 447. 

About ninety cases of cataract re- 
sulting from lightning or electric cur- 
rent are mentioned in medical literature. 
Many of these have been carefully 
studied. However, only three cases 
have been studied with Gullstrand’s 
slit lamp. The author’s patient was a 
boy, aged 12 years, who was shortcir- 
cuited by a 50,000 volt current, about 
one year previous to coming under ob- 
servation. R.V.—5/12, L—fingers at 5 
meters. The characteristics of the 
opacities were the confusion of cork- 
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screw shaped threads and laces, crogs. 
ing each other in all directions withoyt 
following the regular run of the lens 
fibers. The ribbons may be of greater 
thickness in the more advanced cases 
The right lens showed an earlier stage. 
The threads had a veiled like appear. 
ance and were located immediately be- 
neath the capsule. Deeper there were 
broader ribbons entwined and inter- 
laced. In the meshes were fine and 
very glistening points. In the lens 
capsule were a number of round re. 
fractive cysts of different sizes. The 
contribution is a good discussion of 
the subject and contains references to 
the work of other investigators. 


D. F. H. 


Van Duyse, Prof. D. The Aspira- 
tion of Cataract. JI.e Scalpel, 1921, 
February 19th. 


After stating the advantages of Bar- 
raquer’s phacoerisis, Van Duyse gives 
the history of the aspiration of cata- 
ract. This seems to have been done 
first by Amar about the year 1000. 
He introduced into the anterior cham- 
ber a flattened hollow needle, and thru 
it sucked out the cataract. In the elev- 
enth century, the Arats also practised 
aspiration. The possibility of this 
method of removing cataract, used in 
the Orient, was due to the fact, that in 
that climate cataract frequently devel- 
oped at an early age and was soft, or 
semifluid. The method of removal of 
cataract by aspiration was_ subse- 
quently forgotten. Guy de Chauliac 
mentions it in the fifteenth century. 
It was reintroduced in Europe in the 
nineteenth century by Blanchet, who 
practised it at Paris in 1846, in cases 
of soft cataract. 

Danis. 


Leboucq. Is There a Circulation of 
the Aqueous Humor? Royal Academy 
of Belgium, 1920, Oct. 30. 

In his studies of the circulation of 
the intraocular fluids, Leboucq ‘sought 
to demonstrate the existance of true 
currents in the anterior chamber. He 
studied the composition of the aque- 
ous humor, the conditions of its forma- 
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tion and the changes in it following in- 
fammation. He found a first proof of 
the existance of currents in the anter- 
ior chamber, in the ease with which 
changes in the composition of the 
aqueous were produced. He tried in- 
jections of fluorescein, and_ studied 
its mode of appearance in the an- 
terior chamber, after ligation of the 
lymphatics of the neck in the rab- 
bit. Such ligation produced mi- 
osis on the side ligated. The fluores- 
cein appeared in the aqueous more gen- 
erally diffused in the eye of the side 
not ligated. Leboucq thinks that the 
filtration is regulated by the sympa- 
thetic. He takes the affirmative on the 
question of the circulation of the aque- 
ous humor, in this agreeing with 
Leber. DanIs. 


Burdon-Cooper, J. Etiology of Catar- 
act. British Journal of Ophthalmol- 
ogy, 1922, v. 6, p. 385. 

To the Doyne memorial lecture jus- 
tice cannot be done in a short abstract. 
It should command attention in the orig- 
inal. Introductory and historical no- 
tations are made. Etiology includes 
pathology and pathogensis. The com- 
moner causes are known to us such 
as trauma, heat, cold, chemicals, elec- 
tric discharge, refraction, general dis- 
ease, certain drugs, etc. But our 
knowledge of the nutrition of the lens 
and its relationship to the composition 
and assimilation of the intraocular 
fluids is limited. 

The various salts, albumin, globu- 
lin, glucose, urea, unorganized ferment 
contents of the vitreous are discussed. 
The osmotic pressure in relation to 
lental nutrition is an important ques- 
tion. The author studied surface ten- 
sion in senile cataract, which term he 
prefers to osmotic pressure. The food 
of the lens is secured thru a modified 
endosmosis of the intraocular fluid, a 
molecular imbibition and, in all proba- 
bility, a specific affinity of its proto- 
plasm. Disturbance of this nutrition 
is the initial factor and cause of catar- 
act, this interference resulting in sec- 
ondary chemical changes producing 
opacities, 


In senility the lens becomes increas- 
ingly sclerosed, changing its protein 
from soluble to insoluble albuminoids. 
The detection, in 1906, of the amino 
acid tyrosin, a clevage product, led the 
author to the hydrolysis theory of 
primary cataract. The theory accounts 
for many changes in lental pathology: 
1. The presence of tyrosin in the aque- 
ous after needling the clear lens. Bur- 
don-Cooper has found it after discis- 
sion for myopia. The changes here 
are imbibition, decomposition, solu- 
tion and abstraction by the aqueous, of 
soluble products—in short, the catar- 
actous process. 

2. Its presence in the aqueous and 
lens in senile cataract. 

3. The findings in albuminuria and 
glycosuria. This is the only theory 
which accounts for black cataract and 
pigmentation of the lens generally, and 
for the diminished weight of the 
cataractous as compared with the clear 
lens of the same age. 

It accounts for the more frequent 
position of the opacity in the cortex 
(subcapsular cataract being the most 
common form of senile cataract clinic- 
ally), the nucleus often being quite 
free, the cortex hydrolysing more read- 
ily than the nucleus. 

It accounts for the observation of 
Dor, that the lental albumin is much 
less and sometimes disappears, because 
it is hydrolysed and caried away by the 
aqueous. 

In considering the pathogenesis of 
senile cataract, the author asks the 
question, is senile cataract a_ true 
disease, or is it simply incidental to 
age and a sign of decay? The question 
of refraction in influencing lens opac- 
ities is stressed. Irregular torsional 
accommodation efforts, which pro- 
duce an irregularity in the lens shape, 
the author considers as a potent factor 
in lens opacities. The problem is 
further considered, in association with 
certain constitutional conditions, such 
as diabetes, the ingestion of drugs, 
such as ergot, napthalin, etc., and the 
effects of heat and light. The contri- 
bution is accompanied by twenty-eight 
illustrations. D, F. H. 
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Merigot de Treigny. Metastatic 
‘Epithelioma of the Choroid. Ann 
d’Ocul., 1921, v. 158, p. 580. 

The first patient had been operated 
upon almost a year before for carci- 
noma of the right breast. For about a 
month and a half, she had had some 
visual trouble. Examination of the 
right eye showed loss of central vision, 
with diminution of peripheral to per- 
ception of light. Decreased tension. 
Detachment of retina over a wide area, 
especially below, not well outlined, and 
wavy. About 6 o’clock, transillumina- 
tion showed an indistinct cloudiness. 
The left eye showed, about 8 o’clock, a 
projecting area on the anterior surface of 
the iris, which was not a synechia, but 
a small growth infiltrating the iris. 
Central opacity of the cornea, reduc- 
ing vision to 2/50. The fundus showed 
a detachment of the retina, smaller 
than in the right eye, which could not 
be made out well on account of the 
opacity. Transillumination slightly 
cloudy, about 6 o’clock. 

The patient died suddenly, and the 
postmortem showed nodules in various 
localities in the body. Macroscopical- 
ly, each eye showed a brownish tumor 
at the posterior pole of the eye, cov- 
ered by the detached retina. Histolo- 
gic examination showed that they were 
atypica! epitheliomata of the choroid, 
with dense stroma surrounding a kind 
of alveolus, in which some epithelial 
cells were irregularly scattered. The 
tumors were intimately attached to the 
sclera on the one side, and on the 
other, the retinal pigment layer was 
adherent over the entire surface. 

The second patient had an inoper- 
able epithelioma of the breast, which 
produced metastases in spite of vigor- 
ous radium treatment. The left eye 
had vision of fingers at 75 cm., con- 
tracted visual field above and out. The 
fundus showed a large detachment of 
the retina, not involving the macula or 
the periphery. Enucleation under local 
anesthesia. The macroscopic examin- 
ation showed a tumor surrounding the 
optic nerve, 2 to 5 mm. high. The 
retinal detachment was of much 
greater extent than the tumor. Micro- 


scopically, it was seen that the tumor 


infiltrated the choroid, was adherent to 
the sclera and closely covered by the 
pigment layer of the retina. The tumor 
cells were grouped in irregular areas 
and the stroma was scanty. The optic 
nerve seemed to have been strangled 
by the tumor, which in places invaded 
the nerve. The cells in places made 
a dissection of the nerve fibers. 


The author reviews the literature, 
stating that women are most frequent- 
ly affected; the age is about 44; the 
location is usually the posterior pole of 
the eye, and may be unilateral or }j- 
lateral. It takes the form of a disc, 
usually small and confined to the eye. 
ball except in the last stage. The his- 
tory is usually that of a tumor of the 
breast (operated or not), followed by 
disturbance in vision, usually of slow 
development, due principally to the 
retinal detachment. When the fovea 
is invaded, micropsia or macropsia may 
be present. Sometimes irritative symp- 
toms appear. Objectively, if seen 
early, there is a yellowish prominence 
near the posterior pole. This is fol- 
lowed by a greater or less deposit of 
pigment, with increase in the size of 
the area. Later, this is followed by 
detachment of the retina, usually more 
extensive than in the case of a sarcoma. 
Tension may be normal, elevated or 
lowered. The diagnosis must be made 
between metastatic carcinoma and 
sarcoma, glioma, angiosarcoma and 
choroidal tuberculosis. 


Fracassi, G. Action of Glandular 
Extracts and Alkaloids on Pupils of 
Rabbits and Frogs. Arch. di Ottalmol, 
1921, v. 28, pp. 154-203. 

The author emphasizes especially 
the disagreement of previous writers as 
to the effect of adrenalin on the pupil,and 
also the scarcity of exact observations on 
the effect of other glandular extracts. 
He repeated the work which had been 
done on adrenalin and carried out simi- 
lar experiments with a number of gland- 
ular extracts and a number of alkaloids. 
Besides the effect on the pupil, he noted 
especially the effect on the conjunctival 
vessels. 

From a number of experiments with 
adrenalin, he noticed a constant mydria- 
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sis in rabbits and frogs, more marked by 
subconjunctival injection, but still fairly 
constant with instillation. Accompany- 
ing this was marked depletion of the con- 
junctival vessels, which lasted for a vari- 
able time. He draws special attention to 
the fact that the dilatation after subcon- 
‘unctival injection begins in the sector 
of the pupil nearest the site of injection, 
later spreading to the other sectors. 

Of the other glandular extracts tried, 
none produced any effect on the pupil 
by instillation alone. Endothymin and 
pituitrin both produced a myosis by sub- 
conjunctival injection, the latter more 
than the former.. Nearly all glandular 
extracts produced conjunctival injection, 
and some produced chemosis with hem- 
orrhage at the site of the injection. The 
author considers this may be due to the 
presence of a proteolytic ferment in the 
extract. The extracts tried were endo- 
thyroidin, parathyroidin, endospermin 
and endoovarin besides the two previously 
mentioned. None of these, including en- 
dothymin and pituitrin, had any effect on 
the pupils of frogs. 

The alkaloids tried were atropin, are- 
colin, scopolamin, dionin, peronin, pilo- 
carpin, morphin, cocain and nicotin. Of 
the myotics, eserin produced the most 
marked myosis and that of longest dur- 
ation. The myosis of arecolin was 
more marked than that of pilocarpin, 
but not of such long duration. Of the 
mydriatics, atropin produced less 
marked mydriasis than scopolamin, 
but it was of longer duration. Dionin 
produced a slight but fugitive myosis. 
Nicotin produced intense myosis and 
very intense hyperemia. 

In frogs, most of these alkaloids 
have no effect. Cocain, however, pro- 
duced mydriasis, and arecolin a vari- 
able myosis. In experiments made to 
determine the effect of association of 
alkaloids and glandular extracts, it was 
found that pituitrin markedly in- 
creased the effect of adrenalin, but the 
congestive effect of pituitrin prevailed 
over the ischemic effect of adrenalin. 
Endospermin inhibited the action of 
adrenalin and endothymin in some ex- 
periments. The other glands had no 
effect on the action of adrenalin. 


Cocain increased both the mydriasis 
and ischemia produced by adrenalin 
and also prolonged their action. The 
mydriasis produced by cocain alone 
was not by sectors as that of adrenalin, 
but when cocain and adrenalin both 
were used, the characteristic sector like 
dilatation was seen. The author inter- 
prets this as meaning that adrenalin 
completely paralyzes the neuromuscu- 
lar connections between the sympa- 
thetic inhibitory fibers and the dilator 
muscles, allowing the latter to act on 
the muscles whose nerves have been 
paralyzed. Cocain apparently produced 
only weakening of these tonic nerve 
fibers and not paralyis. The author 
thinks the constant association of hy- 
peremia with myosis and of ischemia 
with mydriasis ts important as indicat- 
ing a probable relation ketween the 
state of the iris vessels and that of the 
pupil. S. R. G. 


Léorat, L. Rare Localizations of 
Diphtheritic Paralyses. Gaz. des Hop., 
1922, v. 95, p. 1157. 

A part of the article deals with diph- 
theritic paralysis of the eye. Rolles- 
ton has found the ciliary muscle af- 
fected in 27% of cases of diphtheritic 
paralysis, and stabismus in 9%. Main- 
gault found the ocular muscles af- 
fected in 49 out of 206 cases. Petit’s 
statistics show 5 out of 34 affecting the 
eye, and 3 eye and palate, 1 eye, palate 
and paraplegia. Woodheat found 
strabismus in 197 out of 392 cases. The 
statistics of the Charité at Lyons for 
the years 1908-15 and 1919-22, accord- 
ing to the author, show 85 cases of 
paralysis. Of these, 7 affected the ac- 
commodation, 1 the iris, 1 the motor 
muscles of the eye. 

Paralyses affecting the 3d, 4th and 
5th nerves are late, appearing 15 to 20 
days after the disappearance of the 
throat trouble. The most important 
symptom is diplopia, whose character 
depends on the muscle involved. In 
addition, affection of the 3d may show 
a ptosis, immobility and moderate di- 
latation of the pupil. Total ophthal- 
moplegia has been described, but never 


paralysis of the associated movements. 
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Block, F. Posttraumatic Tuberculo- 
sis of Eye. Klin. M. f. Augenh., 1921, 
v. 67, p. 581. 

A man, aged 43, had rheumatism of 
the right knee, in 1916; and in 1917 a 
severe inflammation of the left eye 
which soon subsided under aspirin and 
drops. April, 1919, the right eye was 
injured by a piece of glowing iron. 
Diffuse opacity of cornea, hypopyon, 
pupillary margin adherent to the cap- 
sule of the lens. V=perception of 
movement of hand. Iris showed a 
small tear. June 30, the hypopyon was 
absorbed. July 4, intense local and 
general reaction to old _ tuberculin. 
After the treatment with new tubercu- 
lin and blue radiation, extraction of 
lens. Nov. 20, V. with correction 5/15. 
No analogous case has been described 
in the literature. C. 


Pichler, A. Whistling Thru Tear 
Passages. Klin. M. f. Augenh., 1921, v. 
67, p. 623. 

Pichler presented a man, aged 33, 
who upon’ Valsalva’s experiment 
forced air into the left tear duct, which 
escaped from the lower punctum with 
a whistling noise, audible at several 
paces distant. If the eye was covered 
by an eye cup filled with fluid, the 
noise stopped, but numerous air bub- 
bles ascended from the lower tear 
point. 


Verruca of the Palpe- 
Arch. di Ott., 1922, v. 39, 


Favaloro. 
bral Border. 
pp. 182-192. 

The author divides verrucae into 1, 
Common papillary; 2, Flat juvenile; 3, 
Senile verruca and 4, Verruca of Peru. 
He points out the difference between 
the clinical aspects of warts on the ex- 
tremities and those on the lids, where, 
on the thin, highly vascular skin, with- 
out the influence of external pressure, 
they grow freely in height and acquire 
a more distinctly papillary form than 
when on the extremities. 


His case was a girl of eight, who for 
the past six months had shown a 
growth on the middle of the upper |ig 
border. It increased in size and others 
developed beside it, so that when firs 
seen by the author, a row of verrucae 
occupied the entire upper lid border 
and the outer 2/3 of the lower one 
In all, there were twenty nodules of 
varying sizes composed of numeroys 
pointed papillae. All were inserted at 
the roots of the lashes, many of which 
were turned out. In the lower lid the 
growths invaded the intermarginal 
space. In the upper lid all were on the 
upper edge of the lid border, and none 
in the intermarginal space. The 
growths were excised and their bases 
cauterized with copper sulphat, some 
being touched with the actual cautery. 
Healing was complete in a few days, 
and there has been no recurrence in 
two months. 

Sections of the small nodules showed 
that they were round or triangular, 
with a few hair follicles at the base. 
The larger nodules showed a fimbri- 
ated form, being obviously older than 
the smaller ones. All were composed 
of a layer of cornified epithelium, (one 
to three rows of squamous epithelium) 
a malpighian layer, (seven to eight 
rows of polyhedral “prickle-cells”). 
Beneath this is the basal layer of cy- 
lindric cells, and below this the dermis. 
All of these layers were as found in 
normal skin, except the malpighian 
which showed active hyperplasia. Bac- 
teriology showed only staphylococcus 
albus and B. xerosis. 

The author believes in the conta- 
giousness of verruca, and that in his case 
the child had infected his lid from his 
fingers, and from this focus the other 
warts had developed. He concludes 
that simple warts should be treated 
early, by excision, the ordinary cauter- 
ants being ineffective. In larger ones 
the base should be cauterized. 


S. R. G. 
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NEWS ITEMS 


Personals and items of interest should be sent to Dr. Melville Black, 424 Metropolitan 
Building, Denver, Colorado. They should be sent in by the 25th of the month. ‘The follow- 
ing gentlemen have consented to supply the news from their respective sections: Dr. Ed- 
mond E. Blaauw, Buffalo; Dr. H. Alexander Brown, San Francisco; Dr. V. A. Chap- 
man, Milwaukee; Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Orleans; Dr. Wm. 
F. Hardy, St. Louis; Dr. Geo. F. Keiper, LaFayette, Indiana; Dr. Geo. H. Kress, Los 


Angeles; _Dr. W. H. Lowell, 


Boston; Dr. 


Pacheco Luna, Guatemala City, Central 


America; Dr. Wm. R. Murray, Minneapolis; Dr. G. Oram Ring, Philadelphia; Dr. Chas. 


P. Small, Chicago; Dr. John E. 


Virden, New York City; Dr. John 


McReynolds, 


Dallas, Texas; Dr. Edward F. Parker, Charleston, S. C.; Dr. Joseph C. McCool, Portland, 


Oregon; Dr. Richard C. Smith, Superior, Wis.; Dr. 


J. W. Kimberlin, Kansas City, Mo.; 


Dr. G. McD. Van Poole, Honolulu; Dr. E. B. Cayce, Nashville, Tenn.; Dr. Gaylord C. 
Hall, Louisville, Ky.; Dr. Edward D. LeCompte, Salt Lake City- 


DEATHS 


Dr. Charles H. Ansley, New Orleans, 
aged 49, died October 3rd from pernicious 
anemia. 

Dr. Charles C. Bernard, Chicago, aged 66, 
died from pneumonia October 29th. 

Dr. G. Erwin Brinckerhoff, Oakland, Cal- 
ifornia, aged 60, died October 3rd from 
angina pectoris. 

Dr. Henry E. Greene, Crawfordsville, In- 
diana, aged 55, died October 2nd from chronic 
nephritis. 

r. Charles L. Holt, Bellingham, Wash- 
ington, aged 83, died October 14th from 
cerebral hemorrhage. 

Dr. James W. Ingals, Brooklyn, N. Y. 
died at his home September 28th. 

Dr. Maurice Krebs, Huntington, Indiana, 
died August 7th following a tonsil opera- 
tion. 

Dr. Herman E. Molzahn, St. Paul, Minne- 
sota, died from heart disease, November 
1. 


PERSONALS 


Dr. Charles Maghy, formerly of San 
Diego, has located in San Francisco. 

Drs. A. S. and L. D. Green have moved 
mto their own building at Hyde and Bush 
Streets, San Francisco. 

Melaine Lipinka, a blind physician from 
Poland, arrived in New York, September 
2th. She will carry on experimental re- 
search work for the blind. 

Dr. Clarence Loeb, of Chicago, has been 
romoted from Associate, to Attending 

phthalmologist, on the staff of the Mich- 
ael Reese Hospital. 

Drs. Harry Vanderbilt Wiirdemann and 
John Howard Harter have formed a part- 
nership for the practice of Ophthalmology 
and Oto-Laryngology in Seattle. 

Dr. Cassius D. Wescott announces that 
his son, Dr. Virgil Wescott, is associated 
with him in practice, 22 E. Washington 
Street, Chicago. 

Dr. G. I. Hogue, Milwaukee, has been 
promoted to the grade of Colonel Medical 

cers Reserve Corps, and assigned to 
command of the 326th Medical Regiment, 
10ist Division. 

Dr. R. H. Braunlin of Marion, Indiana, 
has moved to Huntington, Indiana, taking 


over the practice of the late Dr. Maurice 
Krebs. He will limit his practice to the 
eye and ear. 

Dr. Casey Wood returned from England 
the last of September. After a month’s 
stay in Chicago, he has gone to California, 
where he will spend the winter months con- 
tinuing his research work in comparative 
ophthalmology. 

Dr. Casey Wood heard his first nightin- 
gale in the South of England, where the 
famous bird at times is to be found. We 
can well imagine that the enthusiasm which 
filled this diligent seeker after Nature’s 
loveliest song was like that of an ardent 
soul which attains the rare aim for which it 
seeks. It is a pity that Dr. Wood can not 
bring to us the lovely thing of which the 
rural Briton seems to have a monopoly. 
It would be a wonderful use of the radio 
telephone if some quiet evening, when all 
the world is settling down to rest and jazz 
has forsaken the ether, we might hear, as 
it comes from the air across the interven- 
ing miles, the song of a nightingale. Scien- 
tists may produce practical results, but cer- 
tainly nothing more strange or satisfying. 


MISCELLANEOUS 


The government of Venezuela has opened 
a hospital for the free treatment of diseases 
of the eye, ear, nose and throat. 

A department for the administration of 
massage and other forms of physical thera- 
peutics has recently been opened by the 
Canadian Institute for the Blind. 

A medical officer from the field staff of 
trachoma experts of the U. S. Public Health 
Service will shortly be detailed to make a 
survey of the trachoma situation at Anna, 
Illinois. 

The new $125,000 gymnasium of the Colo- 
rado School for the Blind, Colorado Springs, 
it has been decided to name in honor of 
Postmaster-General Work, who is from Col- 
orado, and has been an active worker for 
the institution. 

The courses on the education of the blind, 
givén during the past two years in the Grad- 
uate School of Education of Harvard Uni- 
versity, have proved so successful that they 
have become a recognized part of the cur- 
riculum. 
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72 NEWS ITEMS 


The “Monthly Bulletin of Labor and In- 
dustry” gives a summary of industrial acci- 
dents for the first six months of 1922. Dur- 
ing this period three-hundred and five eyes 
were lost. The award for eye losses was 
twice as great as any other award for perm- 
anent injury. 

If you are not receiving the “News Let- 
ter”, send in your name to the National 
Committee for the Prevention of Blindness, 
130 East Twenty-second Street, New York 
City. We are sure that you will be sur- 
prised and pleased to know about the good 
work this committee is doing. 

“National Safety News” states that a 
Pittsburgh steel corporation employing 
eight-thousand men, reports that the use of 
goggles is found to prevent from twenty 
to twenty-five cases of possible loss of vision 
annually, with a direct saving of from $50,- 
000 to $60,000 a year in compensation. 

The eighth annual meeting of the National 
Committee for the Prevention of Blindness 
was held in the Russell Sage Founda- 
tion Building, New York City, on Novem- 
ber twenty-third. Miss Helen Keller, Hon- 
orary Vice-President, was to be present 
and to speak at the meeting. 

The latest figures of the war blind entitled 
to government compensation are 636. Of 
these, 311 are totally sightless and 325 are 
partially blind. Training had been given 
to 242 of the war blind at Evergreen prior 
to December, 1921, when the Institute was 
turned over to the Veterans’ Bureau. 

The two courses previously announced to 
be given at the Summer session of Colum- 
bia University, were so successful it is be- 
lieved they will be regularly offered here- 
after. The course for training workers with 
the blind registered seventeen students; that 
for training teachers for the conservation 
of vision twenty-one. 

The foreign Language Information Serv- 
ice is making it possible for immigrants who 
have not yet learned the language of their 
adopted country to read in their newspapers 
the best way of preventing disease and of 
conserving health. During August, eighteen 
articles on the care of the eyes appeared in 
the Ukrainian, “Lithuanian, Finnish, Czech 
and Slovac languages. 

It is stated: Three years ago, Augustine 
F. Massa, who is blind, was denied admission 
to Columbia University because of the belief 
that his handicap prevented him from attain- 
ing required scholastic standards. He per- 
suaded authorities to give him a trial, and 
soon proved his ability to keep pace with other 
students. 

Today he is enrolled in the College of 
Law and holder of one of three scholar- 
ships the college offers. He also is active 


in student organizations, expert at chess 


and checkers, and a member of the varsit 
wrestling squad. y 


SOCIETIES 


_ An advisory committee, made up of phys. 
icians, oculists and optometrists, has been 
appointed for the bureau of trachoma and 
conservation of vision of the state board of 
health of Kentucky. Dr. Gaylord C. Hajj 
is chairman. 
t the November meeting of the Chi 
Ophthalmological Society, papers 
by Dr. Alan C. Woods of Baltimore, on 
“The Immune Reactions of Uveal Pigment 
and Their Clinical Significance” and by Dr 
Ludwig Hektoen, Chicago, on “Immune Re. 
actions of the Lens.” 

The Eye and Ear Section of the Kentucky 
State Medical Association held its annyal 
meeting in Paducah, September sixteenth 
The meeting was well attended. One of the 
features of the program was The Report of 
Three Cases of Subconjunctival Dislocation 
of the Crvstalline Lens, by Dr. T. Ligget 
Bailey of Madisonville. All of these cases 
had been observed by him in his own com- 
munity in a comparatively short time. 

The officers for the ensuing year are as 
follows: H. G. Reynolds, Paducah, Presj- 
dent; T. Liggett Bailey, Madisonville, Vice- 
president; I. A. Lederman, Louisville, Treas- 
urer; Gaylord C. Hall, Louisville, Secretary, 
Dr. S. G. Dabney, the retiring President, 
was elected to a place on the Council made 
vacant by the expiration of the term of 
Dr. J. A. Stucky. 

The first scientific session of the Brooklyn 
Ophthalmological Society was held October 
at 1313 Bedford Ave., Brooklyn, 

Twenty-four applicants were elected to 
membership making the total Charter Mem- 
bership Fifty-four. 

Dr. James Bilello presented an interesting 
case of perforating tumor of the globe. Dr. 
John Ohly reported a case of tumor of the 
globe, which macroscopically showed no 
signs of perforating, but microscopically re- 
vealed small sarcoma cells on the outside 
of the globe. 

The speaker of the evening was Dr. Har- 
ry S. Gradle, of Chicago, IIl., who spoke 
on “Clinical Demonstration of the Optics 
and Use of the Gullstrand Slit Lamp.” Dr. 
Gradle illustrated by lantern slides the con- 
struction of the lamp and corneal micro- 
scope, and spoke of their use both for an- 
terior bulbar conditions and for fundus ex- 
amination, explaining the difficulty of the 
latter, but commending its use for corneal, 
iritic, and lenticular examination. He then 
demonstrated the lamp in operation by use 
of several interesting cases presented by 
the members. 
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Current Literature 


These are the titles of papers bearing on ophthalmology received in the past montn. 
Later most of them will be noticed in Ophthalmic Literature. They are given in Eng- 
lish, some modified to indicate more clearly their subjects. They are grouped under 
appropriate heads, and in_each group arranged alphabetically, ~ ae by the author’s 
name in heavy-face type. The abbreviations mean: (IIl.) illustrated; (Pl.) plates; (Col. 
Pl.) colored plates. Abst. shows it is‘an abstract of the original article. (Bibl.) means 
bibliography and (Dis.) discussion published with a paper. Under repeated titles are given 
additional references to papers already noticed. To secure early mention, copies of pa- 
pers or reprints should be sent to 217 Imperial Building, Denver, Colorado. 

DIAGNOSIS. Tristaino, B. Action of ethylmorphin hydro- 
Abelsdorff. Use of ophthalmoscope. Deut. chlorid (dionin) and sodium chlorid on 
med. Woch., 1922, v. 48, p. 1214. ocular tension and in detachment of 


dorff and Steindorff. Ophthalmologic retina. Gior. di Ocul., 1922, v. 3, p. 109. 
en. Deut. med. Woch., 1922, v. 48, Abst. Intern. Med. and Surg. Survey, 1922, 


78. Abst. Inter. Med. and Surg. Sur- v. 4, (8a-444). 
D922, v. 4, (8a-326). Repeated titles. Arit. (A. J. O., 1922, v. 6, 
Cantonnet, A. Transient clouding of vision p. 988) Intern. Med. and Surg. Survey, 
as warning sign. Paris Méd., 1922, v. 12, 1922, v. 4, (8a-341). Seidel. (A. J. O., 1922, 
p. 206. Abst. J. A. M. A., 1922, v. 79, p. v. 5, p. 933) Intern. Med. and Surg. Sur- 
1884. vey, 1922, v. 4, (8a-429). 


Lyle, W. C. Use of ophthalmoscope in gen- OPERATIONS. 
ee = ut. med. Woch., 1922, v. 48, p. 1419. 
Deut. med. Damene, E. Butyn in ocular surgery. Prensa 
” ed. Argentina, 1922, v. 9, p. 108. 
M. f. Pissarello, C. Regional anesthesia of lids. 
Von der Heydt, R. Methods of refinement FOshe, pore ae 115. Abst. Rev. Gén. 
in ophthalmic diagnosis. Ill. Med. Jour. Steindorff. Ocular bandage. Deut. med. 


1922, v. 42, p. 375. 
Repeated titles. Csapody. (A. J. 0., 1922,  Woek., 1922, v. 48, p. 1389. 

v. 5, p. 988) Intern. Med. and Surg. Sur- PHYSIOLOGIC OPTICS. 

vey, 1922, v. 4, (8a-362). Guist. (A. J. O. Lo Cascio, G. Form and curvature of retinal 

1922, v. 5, p. 988) Intern. Med. and Surg. surface in human eye in relation to opti- 

Survey, 1922, v. 4, (8a-399). Handmann. —§ ¢a] image. Ann. di Ottal. e Clin. Ocul., 

(A. J. O., 1922, v. 5, p. 988) Intern, Med. — 3999, y, 50, p. 315. 

and Surg. Survey, 1922, v. 4, (8a-332). Phenomena of relative theory of light. 
THERAPEUTICS. Ann. di Ottal. e Clin. Ocul., 1922, v. 50, 


“eet Oot Marx, E. Origin of red color of normal eye. 
Ann. d’Ocul., 1922, v. 159, pp. 705-709. 
Hantke, H. Nerve reaction following sal Pacalin, G. Inverted fundus image. (16 ill.) 


Mes Klin. M. f. Augenh., 1922, v. 69,“ "arch. d’Opht., 1922, v. 39, pp. 587-619. 
Percival, A. S. Light sense, practical sig- 
Opht 1992 y 26. p. 547 Intern. Congress, 1922, April. A. J. O., 
1922, v. 5, pp. 904-907. 


Liebermann, L. v. Rivanol in eye disease. 
: P 9 Rosenhauch, E. Adaptative faculty of hu- 
Augenh., 1933, v. $9, pp. 300-68. man eye. Polska Gaz. Lekar., 1922, Nos. 


Lundsgaard, K. K. K., and Nielson, J. Treat: 
ment of eye disease by Finsen light. Trans. - > Mg — Rev. Gén. d’Opht., 1922, 


Meyniard, J. Accidents from use of arseno 
benzol.. Clin. Opht., 1922, v. 26, p. 429. Dansk. Selskab. Oft., 1921-22, p. 38. 


Neunhoeffer. Diathermia. Klin. M. f. REFRACTION. 
Augenh., 1922, v. 69, p. 350. , Brown, E. J. Velonskiascopy. A. J. O., 
Schlagintweit. Influence of strychnin on eye. 1922, v. 5, pp. 897-898. 
Arch. f. exper. Path. u. Pharmakol., 1922, Druault Toufesco, S. Myopia. (4 ill. bibl.) 
v. 95, p. 104. Ann. d@’Ocul., 1922, v. 159, pp. 709-729. 


Sgrosso, S. Radiotherapy in ocular affec- Dyane, A. Monocular and binocular accom- 
tions. (bibl.) Arch. di Ottal., 1922, v. 29,  modation. (6 ill., 2 tables, bibl.) A. J. O., 


pp. 305-319. 1922, v. 5, pp. 865-877. 

Smukler, M. E. Cabinet for galvanic elec- wHartridge, H., and Yamada, K. Accommo- 
tricity. (2 ill.) A. J. O., 1922, v. 5, pp. dation and optical properties of eye of 
895-897. cat. Brit. Jour. Ophth., 1922, v. 6, pp. 


Steindorff, K. Fomentations in ophthalmo- 481-493. 
logic practice. Deut. med. Woch., 1922, v. Heitger, J. D. Minus cylinders in refrac- 
48, p. 1143, tion. J. A. M. A., 1922, v. 79, pp. 1475-1480, 
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74 CURRENT LITERATURE 


Jones, C. D. Eikonoscopy. A. J. O., 1922, 
v. 6, p. 897. 

Junés, E. Diagnosis of errors of refraction 
by stenopaic slit and clock dial. Wash- 
ington Intern. Congress, 1922, April. A. 
J. O., 1922, v. 5, p. 908. 

Keyms, J. Cross wire axis finder in astig- 
matism. Brit. Med. Jour., Oct. 14, 1922, 
p. 689. 

Lacroix, A. Ocular tension and progressive 
high myopia in adult. Ann. d’Ocul., 1922, 
v. 159, pp. 730-746. 

Lipka. Socalled lenticular spectacles. Pol- 
ska Gaz. Lek., 1922, v. 1, p. 653. Abst. 
Intern. Med. and Surg. Survey, 1922, v. 4, 
(8a-365). 

Melanowski, W. H. Skiascopy. Gaz. Lekar., 
1921, No. 15. Abst. Rev. Gén. d’Opht., 
1922, v. 36, p. 205. 

Odin. Oculists’ trial case. Clin. Opht., 1922, 
v. 26, p. 425. 

Rubio, J. F. Headache of ocular origin. 
Boletin de Med. y Cirug., 1922, v.- 23, p. 
65. Abst. J. A. M. A., 1922, v. 79, p. 1886. 

Wood, P. R. Adenoids and eyestrain in 
school children. Jour. Iowa State Med. 
Soc., 1922, v. 12, pp. 451-452. 

Repeated titles. Druault-Toufesco. (A. J. O., 
1922, v. 5, p. 690) Intern. Med. and Surg. 
Survey, 1922, v. 4, (8a-374). Gallus. (A. J. 
O., 1922, v. 5, p. 988) Intern. Med. and 
Surg. Survey, 1922, v. 4, (8a-368). Hensen, 
(A. J. O., 1922, v. 5. p. 989) Intern. Med. 
and Surg. Survey, 1922, v. 4, (8a-375). 
Kraemer. (A. J. O., 1922, v. 5, p. 989) In- 
tern. Med. and Surg. Survey, 1922, v. 4, 
(8a-361). 

OCULAR MOVEMENTS. 

Abelsdorff, G. Diagnosis of paralysis of 
eye muscles. Deut. med. Woch., 1922, v. 
48, p. 1177. 

Blaskovics, L. v. Squint operation. (8 ill.) 
Klin. M. f. Augenh., 1922, v. 69, pp. 290-305. 

Briggs, H. H. Importance of heterophoria. 
(bibl.) A. J. O., 19.-, v. 5, pp. 880-885. 

Cousin, G. Lesions of oculomotor apparatus 
in encephalitis lethargica. Paris Méd., 
1922, v. 12, p. 207. Abst. Intern. Med. 
and Surg. Survey, 1922, v. 4, (8a-380). 

Dor, L. Reflex direction of eyes. Olin. 
Opht., 1922, v. 26, p. .23. 

Jackson, E. Exercises for heterophoria. A. 
J. O., 1922, v. 5, pp. 922-924. 

Minkowski, M. Anatomic conditions of bin- 
ocular vision. L’Encephale, 1922, v. 17, 
p. 65. Abst. Arch. ..eur. and Psychiat.. 
1922, v. 8, p. 559. 

Postdiphtheritic paralysis and antitoxin. 
Jour. Ophth. Otol. and Laryng., 1922, Nov., 
p. 389. 

Rumbaur, W. Bilateral trochlearis paralysis. 
Klin. M. f. Augenh., 1922, v. 69, p. 311. 

Vail, H. H. Anatomic studies of Dorello’s 
canal. Laryngoscope, 1922, Aug. 

Repeated titles. Balduzzi. (A. J. O., 1922, 
v. 5, p. 934) Intern. Med. and Surg. Sur- 
vey, 1922, v. 4, (8a-272). Fischer, v. (A. J. 
O., 1922, v. 5, p. 934) Intern. Med. and 
Surg. Survey, 1922, v. 4, (8a-373). Schott. 
A. J. O., 1922, v. 5, p. 989) Intern. Med. and 

Surg. Survey, 1922, v. 4, (8a-363). 


CONJUNCTIVA. 

Bernard, A. Philyctenular conjy 
over 15 years cured by staphyins 
autovaccine. Jour. des Sc. Méd. de Lille 
Sept., 1922. Abst. Clin. Opht., 1922 y 26, 
p. 555. — 

Brana, J. Constitution and trachoma. Kjip 
M. f. Augenh., 1922, v. 69, p. 338. ; 

Cabaniss, W. H. Etiology of inflammatory 
conditions of eye. Jour. Med. Assy 
Georgia, 1922, v. 11, p. 409. ; 

Elschnig, H. H. Operation for recurrent 
pterygium. (2 ill.) Klin. M. f. Augen) 
1922, v. 69, pp. 306-308. : 

Hayashi, Y. Origin of xerophthalmos jp 
rabbits. Tohoku Jour. Exper. Med., 1999 
v. 3, pp. 107-120. Abst. J. A. M. A. 4999 
v. 79, p. 1649. : 

Hogg, G. H. Pemphigus of conjunctiva. 
Med. Jour. Australia, 1922. Sept. 23, p, 356. 

Holm, Vernal conjunctivitis. Trans. 
Dansk. Selskab. Oft., 1921-22, p. 36. 

igersheimer, J. Experimental tuberculosis 
of conjunctiva. Klin. M. f. Augenh., 1922, 
v. 69, pp. 226-238. 

Jack, C. M. Focal infection in tonsil causing 
tuberculous ophthalmia. J. A. M. A., 1922, 
v. 79, pp. 1576-1578. 

Minchew, B. H. Vernal conjunctivitis, 
Jour. Med. Assn. Georgia, 1922, vy. 11, p. 
407. 

Mitchell, S. E. Trachoma. Jour. Oklahoma 
State Med. Assn., 1922, v. 15, p. 324. 


Stiell, W. F. Phlyctenular ophthalmia. 
Practitioner, 1922, v. 109, p. 395. 

Torres Estrada, A. Mercurials and salvar- 
san for eczematous conjunctivitis and 
keratitis. Washington Intern. Congress, 
1922, April. A. J. O., 1922, v. 5, pp. 909- 
910. 


Repeated titles. Dominquez and Lutz, (A. 
J. O., 1922, v. 5, p. 989) Intern. Med. and 
Surg. Survey, 1922, v. 4, (8a-390). Gem. 
blath. (A. J. O., 1922, v. 5, p. 853) Intern. 
Med. and Surg. Survey, 1922, v. 4, (8a-397). 
Morax. (A. J. O., 1922, v. 5, p. 853) Intern. 
Med. and Surg. Survey, 1922, v. 4, (8a-394). 
Nicolle and Cuénod. (A. J. O., 1922, v. 6, 
p. 990) Intern. Med. and Surg. Survey, 
1922, v. 4, (8a-396). Oguchi and Majima. 
(A. J. O., 1922, v. 5, p. 935) Intern. Med. 
and Surg. Survey, 1922, v. 5, (8a-331). 
Redslob. (A. J. O., 1922, v. 5, p. 853) 
Intern. Med. and Surg. Survey, 1922, v. 4, 
(8a-330). Resak. (A. J. O., 1922, v. 5, p 
990) Intern. Med. and Surg. Survey, 1922, 
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v. 5, p. 990) Intern. Med. and Surg. Sur 
very, 1922, v. 4, (8a-393). Roure. (A. J. 
O., 1922, v. 5, p. 853) Intern. Med. and 
Surg. Survey, 1922, v. 4, (8a-337). Stanka. 
(A. J. O., 1922, v. 5, p. 990) Intern. Med. 
and Surg. Survey, 1922, v. 4, (8a-389). 


CORNEA AND SCLERA. 
Albertotti, G. Tattooing of cornea unal- 
tered after 35 years. Ann. di Ottal. ¢. 
Clin. Ocul., 1922, v. 50, p. 128. 
Arana, J. de. Treatment of serpiginows 
ulcer of cornea. Espafia Oft., 1922, v. 7, 
p. 61, 
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v. 29, pp. 285-305. 

Piesbergen. Genesis and pathologic anat- 
omy of scrofulous keratoconjunctivitis. 
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